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I’m hearing a lot of concern
about the impending

changes in the Health In-
surance Portability and Ac-
countability Act (HIPAA) –
which is understandable,
since the Department of

Health and Human Ser-
vices has presented them as
“the most sweeping …
since [the Act] was first
implemented.”

But after a careful perusal
of the new rules – all 150
three-column pages of them
– I can say with a modest
degree of confidence that

for most physicians, compli-
ance will not be as challeng-
ing as some (such as those
trying to sell you compli-
ance-related materials) have
warned.

However, you can’t simply
ignore the new regulations;

SLEEP STRATEGIES: Apnea,
obesity often mix in
an alarming way 

O
besity, as defined by a
body mass index
greater than 30

kg/m2, has become a global
epidemic and one of the
leading causes of disability
around the world.

If the obesity trend con-
tinues, it is projected that
65 million additional obese
patients will live in United
States by 2030 (Wang et al.
Lancet 2011;378[9805]: 815).
The problem has become
so severe that medicine has
had to develop two addi-
tional terms to describe
progressive obesity: morbid
obesity (BMI > 40 kg/m2)
and super obesity (BMI >
50 kg/m2); the prevalence
of both of these conditions
is also increasing at an

alarming rate. 
Obesity hypoventilation

syndrome (OHS) is a condi-
tion defined by the con-
comitant existence of
obesity, daytime hypercap-
nia (PCO2 > 45 mm Hg),
and sleep-disordered breath-
ing, most commonly in the
form of obstructive sleep
apnea (OSA), in the absence
of any other cause of CO2

retention (eg, obstructive or
restrictive lung disease, neu-
romuscular weakness, or
hypothyroidism). Given the
dramatic increase in the
prevalence of obesity, it is
reasonable to assume that
the prevalence of OHS is
also on the rise. The exact

Fitness levels may
predict cancer risk
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Measured levels of car-
diorespiratory fitness ap-

pear to be as predictive of
cancer risk and survival as
they are of heart disease risk
and survival, according to a
20-year, prospective study of
more than 17,000 men.

The risks of lung and colo-
rectal cancer were reduced
68% and 38%, respectively, in
men with the highest level of
cardiorespiratory fitness,
compared with those who
were the least fit.

Cardiorespiratory fitness
did not significantly reduce
prostate cancer risk, but the
risk of dying was significant-

ly lower among men with
prostate, lung, or colorectal
cancer if they were more fit
in middle age (P <.001).

Prior studies have shown
that being physically active is
protective against cancer, but
this study is unique because
it looked at a very specific
marker – cardiorespiratory
fitness as measured by maxi-
mal exercise tolerance test-
ing, Dr. Susan G. Lakoski
said during a briefing high-
lighting research at the up-
coming American Society of
Clinical Oncology meeting.

“Fitness as formal mea-
surement is known to pre-
vent cardiovascular disease,
and it’s also known that it
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The risk of lung cancer was reduced 68% in men with the highest

level of cardiorespiratory fitness, a large study suggests. 
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Have we come far enough in PAH patient outcomes?

Advertisement

Significant progress has been made in PAH treatment over the past 2 decades, yet patient 

morbidity and mortality remain high.1 There is limited information on the long-term ef ects of

PAH-specific therapies, and many patients continue to experience death, hospitalizations, and 

the need for additional therapies.1,2

Now is the time for a new perspective in PAH. Experts are calling for future PAH studies to

deliver data on the long-term efect of therapy on clinical outcomes, such as hospitalizations 

and mortality.1-3 Actelion is committed to investigating this evolving perspective in PAH.

Despite advances, patients’ long-term outcomes remain poor

CHANG IVE

References: 1. Galiè N, Manes A, Negro L, Palazzini M, Bacchi-Reggiani M, Branzi A. A meta-analysis of randomized controlled trials in pulmonary arterial hypertension. Eur Heart J. 

2009;30:394-403. 2. Gomberg-Maitland M, Dufton C, Oudiz RJ, Benza RL. Compelling evidence of long-term outcomes in pulmonary arterial hypertension? J Am Coll Cardiol. 

2011;57:1053-1061. 3. McLaughlin VV, Badesch DB, Delcroix M, et al. End points and clinical trial design in pulmonary arterial hypertension. J Am Coll Cardiol. 2009;54:S97-S107. 

4. Thenappan T, Shah SJ, Rich S, Gomberg-Maitland M. A USA-based registry for pulmonary arterial hypertension: 1982-2006. Eur Respir J. 2007;30:1103-1110. 5. D’Alonzo GE, 

Barst RJ, Ayres SM, et al. Survival in patients with primary pulmonary hypertension. Results from a national prospective registry. Ann Intern Med. 1991;115:343-349.

© 2013 Actelion Pharmaceuticals US, Inc. All rights reserved.  ACT-00250
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Survival in PAH, 1988 and 2006*4,5

Learn more by visiting:
PAHChangePerspective.com/outcomes

*Survival observed over periods from 1981-1988 and 1982-2006, respectively.

PERSPECT
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definitions will be more complex,
security breaches more liberally de-
fined, and potential penalties will
be stiffer. Herewith, the salient
points:
P Business associates. The criteria
for identifying “business associates”
(BAs) remain the same: nonemploy-
ees, performing “functions or activi-
ties” on behalf of the “covered
entity” (your practice), that involve
“creating, receiving, maintaining, or
transmitting” personal health infor-
mation (PHI).

Typical BAs include answering
and billing services, independent
transcriptionists, hardware and soft-
ware companies, and any other ven-
dors involved in creating or
maintaining your medical records.
Practice management consultants,

attorneys, companies that store or
microfilm medical records, and
record-shredding services are BAs if
they must have direct access to PHI
to do their jobs. 

Mail carriers, package-delivery
people, cleaning services, copier re-
pairmen, bank employees, and the
like are not considered BAs, even
though they might conceivably come
in contact with PHI on occasion. You
are required to use “reasonable dili-
gence” in limiting the PHI that these
folks may encounter, but you do not
need to enter into written BA agree-
ments with them.

Independent contractors who
work within your practice – aestheti-
cians and physical therapists, for ex-
ample – are not considered BAs
either, and do not need to sign a BA
agreement; just train them, as you
do your employees. 

What is new is the additional onus
placed on physicians for confidential-
ity breaches committed by their BAs.
It’s not enough to simply have a BA
contract. You are expected to use
“reasonable diligence” in monitoring
the work of your BAs. BAs and their
subcontractors are directly responsi-
ble for their own actions, but the pri-
mary responsibility is ours. 

Let’s say that a contractor you hire
to shred old medical records throws
them into a trash bin instead; under
the new rules, you must assume the
worst-case scenario. Previously, you
would have to notify affected pa-
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tients (and the government) only if
there was a “significant risk of finan-
cial or reputational harm,” but now,
any incident involving patient
records is assumed to be a breach,
and must be reported. Failure to do
so could subject your practice, as
well as the contractor, to significant
fines – as high as $1 million in egre-
gious cases.
P New patient rights. Patients will
now be able to restrict the PHI
shared with third-party insurers and
health plans if they pay for the ser-
vices themselves. They also have the
right to request copies of their elec-
tronic health records, and you can
bill the actual costs of responding to
such a request. If you have EHR,
now might be a good time to work
out a system for doing this, because
the response time has been decreased
from 90 to 30 days – even less in
some states.
P Marketing limitations. The new
rule prohibits third-party-funded
marketing to patients for products
and services without their prior writ-
ten authorization. You do not need
prior authorization to market your
own products and services, even
when the communication is funded
by a third party, but if there is any
such funding, you will need to dis-
close it.
P Notice of privacy practices
(NPP). You will need to revise your
NPP to explain your relationships
with BAs, and their status under the
new rules. You will need to explain
the breach notification process, too,
as well as the new patient rights
mentioned above. You must post

your revised NPP in your office, and
make copies available there, but you
need not mail a copy to every pa-
tient.
P Get on it. The rules specify Sept.
23 as the effective date for the new
regulations, although you have a year
beyond that to revise your existing
BA agreements. Extensions are possi-
ble, even likely.

Dr. Eastern practices dermatology and
dermatologic surgery in Belleville, N.J.
He writes about practice management for
IMNG Medical Media.

Heads up: New HIPAA requirements
Changes from page 1

V I E W  O N  T H E  N E W S

Dr. Stuart M. Garay, FCCP,
comments: While the business
of medicine continues to get
tougher, so do the rules regulat-
ing this business. Privacy issues
continue to draw significant
scrutiny by the public at large as
well as the
government.
The Health
Insurance
Portability
and Account-
ability Act
(HIPAA) has
been upgrad-
ed with new
regulations: Definitions are more
complex, security breaches are
more broadly defined, and the
potential penalties are greater.
Don’t ignore these new rules.
Neither ignorance nor delay is a
legitimate excuse.

I N  T H I S  I S S U E
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Telavancin gets nosocomial pneumonia indication

B Y  E L I Z A B E T H  M E C H C AT I E

IMNG Medical News

T
he lipoglycopeptide antibiotic
telavancin has been approved for
treating patients with hospital-

acquired or ventilator-associated bac-
terial pneumonia caused by
susceptible isolates of Staphylococcus
aureus, the Food and Drug Adminis-
tration has announced.

Telavancin, marketed as Vibativ by
Theravance, “should be used for the
treatment of HABP/VABP only
when alternative treatments are not
suitable,” the FDA said in a June
statement announcing the approval.

It is not approved to treat other bac-
teria that cause pneumonia, the state-
ment pointed out. It is administered
once a day.

Approval of the expanded indica-
tion was based on the safety and ef-
fectiveness of telavancin in two
studies of 1,532 patients with
HABP/VABP, which compared treat-
ment with telavancin to vancomycin,
according to the FDA. 

In a statement, the manufacturer
said that, in the two noninferiority
studies, ATTAIN I and ATTAIN II,
patients received either telavancin (10
mg/kg IV once a day) or vancomycin
(1 g IV every 12 hours). 

All-cause mortality 28 days after
treatment started was comparable
between the two groups, but among
those patients with pre-existing kid-
ney disease, mortality was higher for
those taking telavancin – information
that is now included in the boxed
warning for telavancin, according to
the FDA. 

The most common adverse effect
associated with treatment in the trials
was diarrhea.

Telavancin should be considered for
patients with pre-existing moderate to
severe renal impairment (creatinine
clearance of 50 mL/min or less) “only
when the anticipated benefit to the
patient outweighs the potential risk,”
according to Theravance.

Telavancin was initially approved
in 2009 as a treatment for complicat-

ed skin and skin structure infections
caused by susceptible isolates of
gram-positive bacteria, including

both methicillin-susceptible (MSSA)
and methicillin-resistant (MRSA)
strains of S. aureus, with a boxed
warning about the fetal risks of
treatment.

In a statement, the company said

that telavancin would be made avail-
able to wholesalers for purchase for
the pneumonia indication in the third
quarter of 2013. 

emechcatie@frontlinemedcom.com

Among those patients with 

pre-existing kidney disease,

mortality was higher for those

taking telavancin – information

that is now included in the

boxed warning for telavancin.

Only S. aureus infections tagged in new approval.
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FDA: No starch solutions for critically ill, CPB patients
B Y  E L I Z A B E T H  M E C H C AT I E

IMNG Medical  Ne ws

T
he Food and Drug Administra-
tion is warning that hydroxy- 
ethyl starch solutions should no

longer be used in the treatment of
critically ill adult patients Ð including
patients with sepsis and those admit-
ted to an intensive care unit Ð after
completing an analysis of data that
found an increase in the risk of

death and renal injury in these
groups. 

In a statement, the agency also rec-
ommended that the use of hydroxy-
ethyl starch (HES) solutions, used as
plasma volume expanders, be avoid-

ed in patients who are having open
heart surgery with cardiopulmonary
bypass (CPB), because of an in-
creased risk of excessive bleeding. 

The FDA is making these recom-
mendations after completing an
analysis of data from randomized
controlled trials, meta-analyses, and
observational studies in thousands of
critically ill patients, and from a
meta-analysis of 18 randomized con-
trolled trials of almost 1,000 patients
undergoing open heart surgery with
cardiopulmonary bypass.

The data on critically ill adults in-
cluded three double-blind, multicen-
ter, randomized controlled studies
published in 2012, which compared
HES with saline solution or RingerÕs
acetate, in patients with severe sepsis
(two studies), or patients in the ICU
who had sepsis, had undergone elec-
tive surgery, and had an APACHE II
score of at least 25. In these studies,
which monitored patients for 90 days,
HES was associated with increased
mortality and/or renal injury requir-
ing RRT, the FDA statements said.
The results of meta-analyses and ob-
servational studies in similar popula-
tions lend additional support to these
findings, the statement added. 

In the meta-analysis of studies of
patients undergoing open heart
surgery with cardiopulmonary by-
pass, the Òuse of different HES prod-
ucts, irrespective of molecular weight
or degree of molar substitution, was
associated with increased bleeding,Ó
according to the statement. The
meta-analysis was published in 2012
( J. Thoracic Cardiovasc. Surg.
2012:144;223-30). 

A boxed warning about the risk in
ICU and septic patients is being
added to the labels of HES products,
and the information about the exces-
sive bleeding risk in open heart
surgery patients is being added to the
warnings and precautions section. 

There are four FDA-approved HES
products for treating and preventing
hypovolemia: HESPAN (6% HES
450/0.7a in sodium chloride injection);
Hetastarch (6% in 0.9% sodium chlo-
ride injection), a generic equivalent of
Hespan; Hextend (6% HES 450/0.7 in
physiologic solution); and Voluven
(6% HES 130/0.4 in normal saline). 

The advisory is available at fda.gov/
BiologicsBloodVaccines/SafetyAvailability
/ucm358271.htm. Adverse events related
to HES solutions should be reported to the
FDA’s MedWatch program at
fda.gov/Safety/MedWatch/HowToRe-
port/default.htm or 800-332-1088.

emechcatie@frontlinemedcom.com
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helps in terms of survival risk; but
what hasn’t been known is, Does it
prevent incident cancer and mortali-
ty after cancer diagnosis? That’s
what’s elucidated in the current
study,” said Dr. Lakoski, director of
the cardiovascular prevention pro-
gram for cancer patients at the Uni-
versity of Vermont, Burlington.

She noted that several organiza-
tions, including the President’s Coun-
cil on Fitness, Sports & Nutrition, are
trying to measure fitness formally
and that the American Heart Associa-
tion has issued policy statements that
fitness should be measured and nor-
mative values developed to deter-
mine cardiovascular risk. 

“Fitness is a formal measurement:
It’s sort of like measuring your LDL
cholesterol; you get a very specific
number to target,” Dr. Lakoski said.
“When you ask someone about their
physical activity, you don’t get that
information.”

The 17,049 men in the study un-
derwent exercise tolerance testing
with a treadmill or bicycle and risk
factor assessment at an average age
of 50 years as part of the Cooper
Center Longitudinal Study in Dallas.
Metabolic equivalents (METs) were
used to record the men’s cardiorespi-
ratory fitness (CRF) and to place

them into five CRF quintiles. Lung,
colorectal, and prostate cancers were
assessed using Medicare claims data

at Medicare age, and cause-specific
mortality was determined after can-
cer diagnosis.

Over the 20 years of follow-up,
2,885 men were diagnosed with
prostate, lung, or colorectal cancer,
and 769 of them died.

Compared with men in the lowest
CRF quintile, hazard ratios (HR) for
incident lung, colorectal, and
prostate cancer among men in the
highest quintile were 0.32 (P < .001),
0.62 (P = .05), and 1.13 (P = .14), af-
ter researchers adjusted for such risk
factors as smoking, body mass in-
dex, and age, Dr. Lakoski reported. 

In men who developed cancer,
both cancer-specific mortality and
cardiovascular-specific mortality de-
clined across increasing CRF quintiles

(P < .0001).
Even a single MET increase re-

duced the risk of dying from cancer
and cardiovascular disease by 14%
and 23%, respectively (HR, 0.86; HR,
0.77; P < .001 for both measures), Dr.
Lakoski said.

Another striking finding is that
even if men aren’t obese, they still
have an increased risk of cancer if
they aren’t fit, “which suggests that
everyone can benefit from improv-
ing their fitness,” Dr. Sandra Swain,
ASCO president and medical direc-
tor of the Washington (D.C.) Can-
cer Institute, told reporters.

“The findings make clear that pa-
tients should be advised that they need
to achieve a certain fitness level, and
not just be told that they need to exer-
cise,” Dr. Swain noted in a statement.

“Fitness is a key risk factor for sur-
vival, and based on this study, an im-
portant factor to measure to assess
future cancer risk and prognosis in
men,” Dr. Lakoski said in an interview.

The study did not evaluate
whether a particular type of exercise
contributed more consistently to car-
diovascular fitness, but in general, ac-
tivities performed at high intensity,
regardless of type, are the best way
to improve fitness, she said.

More research is needed to deter-
mine fitness and cancer risk in
women, and fitness and risk of all
major site-specific cancers, Dr.
Lakoski observed. 

She reported having no relevant
financial disclosures.

pwendling@frontlinemedcom.com

Fitness may predict cancer risk
Exercise from page 1

A single MET

increase reduced

the risk of dying

from cancer by

14% in the study

of more than

17,000 men.

DR. LAKOSKI

Annual PAH screening recommended for systemic sclerosis
B Y  M I T C H E L  L . Z O L E R

IMNG Medical  Ne ws

MADRID – Patients with systemic
sclerosis should undergo annual
screening for pulmonary arterial hy-
pertension using a combination of
transthoracic echocardiography and
pulmonary function tests, an interna-
tional expert panel said.

These are the first evidence- and
consensus-based recommendations
for pulmonary arterial hypertension
(PAH) screening in patients with sys-
temic sclerosis, and the panel also
called for screening patients with
mixed or other connective tissue dis-
eases with scleroderma features.
“About 5%-15% of patients with sys-
temic sclerosis develop PAH, and once
PAH occurs, up to 30% of patients
will die within 3 years, Dr. Dinesh
Khanna said at the annual European
Congress of Rheumatology.

In an interview, Dr. Khanna, direc-
tor of the scleroderma program at the
University of Michigan, Ann Arbor,
said that despite there being approved

drugs to treat systemic sclerosis and
other scleroderma-spectrum disorder
connective tissue diseases, these treat-
ments “have not had a huge impact
on survival. The only thing we can of-
fer patients is screening, followed by
early diagnosis and treatment.” 

The new recommendations say
that patients with a tricuspid regurgi-
tant velocity measured by transtho-
racic echocardiography greater than
2.8 m/s require assessment for PAH
by right heart catheterization. Right
heart catheterization is also needed
for patients with a tricuspid regurgi-
tant velocity of 2.5-2.8 m/s if they
also have signs or symptoms of PAH
such as dyspnea, fatigue, chest pain,
dizziness, loud pulmonary sound, or
peripheral edema. The key measures
on pulmonary function tests that
trigger right heart catheterization is a
forced vital capacity (FVC) to diffu-
sion capacity of lungs for carbon
monoxide (DLCO) ratio of more
than 1.6, or a DLCO of less than 60%
if either appears in the setting of
PAH signs or symptoms. Alternative-

ly, meeting either of these pul-
monary criteria should lead to right
heart catheterization regardless of
signs and symptoms if the patient’s
most recent blood level of N-termi-

nal pro-brain natriuretic peptide (NT-
ProBNP) was greater than twice the
upper limit of normal.

The panel also said patients should
undergo right heart catheterization re-
gardless of PAH signs if they fulfill the
screening algorithm developed for the
DETECT study (Ann. Rheum. Dis.
2013 May 18 [doi:10.1036/an-
nrheumdis-2013-203301]). 

The panel recommended annual
transthoracic echo and pulmonary

function test screening, or more fre-
quently if a patient shows new signs
or symptoms. Measurement of NT-
ProBNP should happen at baseline,
and then be repeated if new signs or
symptoms of PAH appear. They also
recommended applying the full DE-
TECT screening algorithm in patients
diagnosed with systemic sclerosis or
other scleroderma spectrum connec-
tive-tissue disease for more than 3
years and a DLCO that is less than
60%. Right heart catheterization is
mandatory to definitively diagnose
PAH, Dr. Khanna stressed. The panel
also said screening is not needed in
patients with mixed- or other connec-
tive tissue disorders who did not have
scleroderma-like features.

The task force was supported by the
Scleroderma Foundation and the Pul-
monary Hypertension Association. Dr.
Khanna has been a consultant to sever-
al drug companies including Actelion,
Bayer, Genentech/Roche, Gilead,
Merck, and DIGNA.

mzoler@frontlinemedcom.com 

About 5%-15% of

patients with

systemic sclerosis

develop PAH, and

up to 30% of PAH

patients will die

within 3 years.

DR. KHANNA

V I E W  O N  T H E  N E W S

Dr. Darcy D. Marciniuk, FCCP,
comments: In this 20-year longi-
tudinal observational cohort,
high levels of fitness in men
were associated with adjusted
risk reductions of 68% in lung
cancer and 38% in colorectal can-
cer incidence.
The magni-
tude of those
associations
and the con-
cordant ob-
jective
reduction in
mortality are
truly impact-
ful, particularly for two common
and deadly malignancies. 

If these results (which were
formally documented by car-
diopulmonary exercise test) were
noted with any other interven-
tion, it would (deservedly so) be
front page news! 

The message is clear: It is time
for all physicians to get or stay
fit, and importantly, actively en-
able our patients to do the same.
Let’s save some lives! 
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Postop program puts dent in pulmonary complications
B Y  M A RY  A N N  M O O N

IMNG Medical  Ne ws

A
multidisciplinary postoperative
care program of patient and
staff education, early patient

mobilization, and pulmonary inter-
ventions has begun to reduce the ex-
cessive rate of postsurgical
pulmonary complications at a large
urban safety-net hospital, according
to a report in JAMA Surgery.

“We are eager to monitor our out-
comes over a longer period, and we
are stimulated by the possibility that
postoperative complications may be
diminished by adherence to simple,
inexpensive, easily performed patient
care strategies,” said Dr. Michael R.
Cassidy of the department of
surgery, Boston University Medical
Center, and his associates.

When data collected in the Nation-
al Surgical Quality Improvement Pro-
gram revealed that their center “was

a high outlier for all measured post-
operative pulmonary complications,”
the investigators formed a multidisci-
plinary group to address the prob-
lem. “It was disturbing to discover
that our hospital was a high outlier in
all NSQIP-defined adverse pul-
monary outcomes, but we regarded
this as an opportunity to improve
care,” they said.

BUMC is the largest safety-net facili-
ty in New England. The annual in-
come of more than half of its patients
is below $20,420, approximately 25%
of its patients do not speak English,
and 70% belong to racial or ethnic mi-
norities, the investigators noted. 

The committee included represen-
tatives from the hospital’s depart-
ments of surgery, nursing, and
quality improvement, as well as from
the units on respiratory therapy, pre-
operative assessment, infection con-
trol, and physical therapy. To devise a
program to reduce the incidence of
adverse pulmonary complications,
these members reviewed the sparse
literature regarding prevention of
postoperative pneumonia and audit-
ed postsurgical pulmonary practices
at their medical center. 

The audit found that patients re-
ceived no formal preoperative educa-
tion about the importance of lung
expansion, mobility, and other strate-
gies to prevent pulmonary complica-
tions, and that families usually
weren’t included in whatever mini-
mal education did take place. In addi-
tion, physicians’ orders for nurses
regarding postoperative pulmonary
care “were irregular or absent.”

The program that was then devel-
oped was given the acronym “I
COUGH” to help physicians, nurses,
patients, and families remember its
key principles: Incentive spirometry,
Coughing and deep breathing, Oral
care, Understanding, Getting out of
bed frequently, and Head-of-the-bed
elevation. It was intended for all pa-
tients on the general surgery and vas-
cular surgery services.

I COUGH included brochures, a
video, and posters to educate pa-
tients, families, nurses, and physicians
about the importance of pulmonary
care. Proper use of incentive spirom-
etry was demonstrated, the use of
mouthwash and toothbrushing was
recommended at least twice a day,
and elevation of the head of the bed
to at least 30 degrees was advocated.
All this information was reinforced at
preoperative clinic visits and in the
preoperative holding area just before
surgery. Nursing staff also reiterated
the information after the procedures,
as did surgeons, attending physicians,
and house staff during rounds. 

The effort also included standard-
ized electronic physician order sets
with “specific and detailed orders for
all elements of the I COUGH pro-
gram.” These included instructions
for patients to perform deep breath-
ing and coughing every 2 hours; for
patients to perform incentive spirom-
etry 10 times every hour while awake;
for nurses to document incentive
spirometry volume every 4 hours and
to ensure that the head of the pa-
tient’s bed was elevated to at least 30
degrees; for patients to walk at least
once on the day of operation unless
contraindicated; and for patients to
get out of bed and sit in a chair for a
while at least 3 times per day.

Dr. Cassidy and his associates then
compared data collected during the
year before I COUGH was imple-
mented to that collected during the
year afterward. 

Before I COUGH, 80% of 250 pa-
tients were in bed at the time of the
audit, with only 19.6% seated in a
chair or walking. After I COUGH,
69.1% of 250 patients were out of
bed. Before I COUGH, only 52.8% of
patients had an incentive spirometer
within reach and an unknown num-
ber were using it appropriately,
whereas afterward 77.2% of patients
had the device within reach and were
using it appropriately. Both findings
were statistically significant. 

The incidence of postoperative
pneumonia was 2.6% before I
COUGH, which dropped to 1.6% in
the year afterward (P = .09). Similar-
ly, the incidence of unplanned intu-
bations was 2.0% before I COUGH,
which decreased to 1.2% afterward,
the authors reported ( JAMA Surg.
2013 June 5 [doi: 10.1001/jama-
surg.2013.358]).

These successes are due in part to
the involvement of the multidiscipli-
nary team at all stages of develop-
ment of the I COUGH program, the
investigators said.

“We have not imposed a standard
of care by mandate, but instead have
involved nursing leadership and prac-
ticing ward and ICU nurses in the
process of redefining the culture.

“We found that involvement of

representatives of each discipline sig-
nificantly increased acceptance of the
I COUGH program, and instilled a
sense of commitment and pride that
could not have been achieved by sim-
ply instituting and enforcing a policy
without input from all parties in-
volved,” Dr. Cassidy and his col-
leagues added.

While the study had several limita-
tions, including variations in data-
gathering techniques and NSQIP
reporting protocols, the investigators
pointed to “substantial differences in
nursing practice documented be-
tween the audits before and after I
COUGH implementation.” 

“We believe that a favorable
change in practice occurred as a re-
sult of our program,” they wrote.

V I E W  O N  T H E  N E W S

Steven Q. Simpson, FCCP, com-

ments: This article illustrates
some key points about quality
improvement and patient out-
comes. First,
it is not rock-
et science,
i.e., the inter-
ventions can
be simple, yet
potent.
Second, it re-
quires inter-
professional
teamwork. And third, it requires
measuring and accepting that
our care is not as good as we
thought it was, along with mea-
suring to see whether the
changes we make are just change
or change for the better. The
sorts of efforts taken by these au-
thors can be undertaken in any
hospital, large or small, and for
any clinical problem.

The authors set an excellent
example for us all. 

ACCP Sleep Medicine 
Board Review 
August 23 - 26

boardreview.chestnet.org

ACCP Critical Care 
Medicine Board 
Review
August 23 - 26

ACCP Pulmonary 
Medicine Board 
Review
August 28 - September 1

ACCP BOARD REVIEW 2013

San Antonio, Texas

Before I COUGH, 80% of 250

patients were in bed at the time

of the audit, with only 19.6%

seated in a chair or walking.

After I COUGH, 69.1% of 250

patients were out of bed.

‘We found that involvement of

representatives of each

discipline significantly

increased acceptance of the I

COUGH program, and instilled a

sense of commitment and pride.’

Major finding: Before I COUGH,

52.8% of patients had an incentive

spirometer within reach; an unknown

number were using it appropriately.

Afterward, 77.2% had the device

within reach and were using it ap-

propriately.

Data source: A comparison of post-

operative complications between

250 patients hospitalized before I

COUGH was implemented and 250

hospitalized afterward. 

Disclosures: The investigators report-

ed having no financial conflicts of

interest.

V I T A L S
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Cardiac rehab benefits elderly heart failure patients
B Y  M I T C H E L  L . Z O L E R

IMNG Medical  Ne ws

ROME – A multiweek program of
cardiac rehabilitation is as beneficial
in elderly patients with chronic heart
failure as it is in younger heart failure
patients, according to a review of 243
patients at one Belgium center.

“Although they have lower exercise
capacity at baseline, older patients
have at least as much benefit from an
exercise program as younger patients
with chronic heart failure,” Sofie Par-
daens reported in a poster at the an-
nual meeting of the European
Association for Cardiovascular Preven-
tion and Rehabilitation. She is a phys-
iotherapist and PhD student in the
department of internal medicine at
Ghent (Belgium) University.

Ms. Pardaens and her associates’ as-
sessment of cardiac rehabilitation rela-
tive to a patient’s age included 243
patients who participated in a rehabili-
tation program at Ghent University,
who had chronic heart failure, and

who had an amino-terminal pro-B-
type natriuretic peptide value of at
least 400 pg/mL, a level very sugges-
tive of heart failure (Circulation
2011;123:2015-9). The group included
43 patients (18%) who were at least 75
years old (average, 78 years) and 68
patients younger than 60 (average, 51
years), with the remaining 132 pa-
tients evenly distributed across the
range of 60-74 years old.

All participants had just been hos-
pitalized, for an ACS event, cardiac
surgery, or heart failure.

The hospital-based rehabilitation
program combined aerobic and
strength training, and was designed
to bring a patient’s heart rate to his
anaerobic threshold during each ses-
sion. Sessions occurred two or three
times a week, and the full program
included 45 sessions over a period of
4-5 months. The patients studied av-
eraged 34 sessions each; patients aged
75 or older averaged 32 sessions each,
while those younger than 60 aver-
aged 35 sessions each.

The researchers measured peak ex-
ercise capacity using cardiopul-
monary exercise testing at baseline
and at the end of the rehabilitation
session sequence, and found that the
16% average level of improvement
among patients at least 75 years old
closely matched the average 19% im-
provement among the patients
younger than 60, and the 17% aver-
age improvement among everyone
else, Ms. Pardaens and her associates
reported. All age groups also showed

similar improvements in their aver-
age ventilatory equivalence ratio, as
well as their average 6-minute walk
distance; however, the 29% average
increased distance among patients
younger than 60 years significantly
exceeded the 19% average increase
among those aged 75 or older.

A second analysis by Ms. Pardaens
and her associates, reported in a sepa-
rate poster, focused on 371 patients
who underwent cardiac rehabilitation
at Ghent University during January
2010 through May 2012 from among
the 1,253 patients hospitalized during
this period for an acute coronary syn-
drome event, cardiac surgery, or heart
failure. In this pool of more than 1,000
patients who were potentially eligible
to participate, only 30% actually en-
rolled in the rehabilitation program.
The cardiac rehabilitation program
again involved two to three sessions
per week, with a goal for patients to
complete 45 sessions within 5 months.

The sign-up rate for rehabilitation
lagged even more among the 428 pa-
tients from the larger group whose
index hospitalization had been for
heart failure, with 37 of the acute
heart failure patients (9%) actually en-
gaging in rehabilitation. Rehabilita-
tion participation was highest, a 56%
rate, among the 358 patients who had
been hospitalized for cardiac surgery,
with a 28% uptake rate among 467
patients who had an ACS event.

Despite the low, 9% uptake of car-
diac rehabilitation in heart failure pa-
tients, their benefit from participation

closely tracked the benefit seen in
surgery and ACS patients. Improve-
ment in peak exercise capacity over
baseline at the end of rehabilitation
averaged 19% in the heart failure pa-
tients, 17% in the ACS patients, and

24% in the surgery patients, differ-
ences that were not statistically signif-
icant, reported Ms. Pardaens. All
three subgroups also had similar aver-
age improvements in their 6-minute
walk distance, which rose by an aver-
age of 21% in the heart failure pa-
tients and by averages of 27% and
28% in the other two subgroups.

Ms. Pardaens and her associates
said they had no relevant financial
disclosures.

mzoler@frontlinemedcom.com 

On Twitter @mitchelzoler

V I E W  O N  T H E  N E W S

Dr. Jun Chiong, FCCP, com-
ments: Cardiac rehabilitation is
undoubtedly an essential 
component of the contempo-
rary treatment of patients with 
coronary disease and heart
failure.

Exercise
training has
the potential
to act as a
catalyst for
promoting
other aspects
of rehabilita-
tion, includ-
ing risk factor
modification through therapeu-
tic lifestyle changes and opti-
mization of psychosocial
support. Similarly, among pa-
tients who are elderly, such out-
come measures may include the
achievement of functional inde-
pendence, the prevention of pre-
mature disability, and a
reduction in the need for custo-
dial care. 

Despite limited data, older pa-
tients have shown improvement
in their exercise tolerance com-
parable to that of younger pa-
tients participating in equivalent
exercise programs. In addition,
the safety of exercise within car-
diac rehabilitation programs is
well accepted and established. 

Patients aged 75 and older improved

capacity 16%, Sofie Pardaens reported.
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Oxygen debt is linchpin in multiple organ dysfunction

B Y  D O U G  B R U N K

IMNG Medical  Ne ws

SAN FRANCISCO – In the opinion
of Dr. Larry H. Hollier, multiple or-
gan dysfunction syndrome is a condi-
tion “underappreciated” by many of
today’s clinicians, as optimal ways to
treat it remain elusive.

At the Society for Vascular Surgery
Annual Meeting, Dr. Hollier, profes-
sor of surgery and chancellor of the
Louisiana State University Health Sci-
ences Center, New Orleans, defined
multiple organ dysfunction syndrome
(MODS) as altered organ functions in
an acutely ill patient requiring inter-
vention to achieve homeostasis.
“That’s a pretty broad definition, but
it’s one of the most common causes
of death in surgical intensive care
units,” he said. “Numerous precipitat-
ing factors classically described in
multiple organ dysfunction syndrome
include sepsis, trauma, cardiac arrest,
visceral ischemia, burns, pancreatitis,
shock, and major surgery with post-
operative instability.”

The pathophysiology of MODS “is
fairly straightforward,” he continued.
“Some event results in ischemia and
tissue hypoxia. Reperfusion occurs
with the activation of cytokines, and
an exaggerated inflammatory re-
sponse generates oxygen-free radi-
cals, tissue damage, and then organ
dysfunction.” Dr. Hollier discussed
these issues as the invited speaker for
the prestigious John Homans Lec-
tureship of the SVS.

The major underlying issue in
MODS stems from uncorrected oxy-
gen debt in tissues. In fact, the level of
perioperative tissue debt has a direct
relationship on postoperative morbidi-
ty and mortality. According to Dr.
Hollier, the predicted outcome by
acutely accumulated oxygen debt in
the first 4 hours post injury works like
this: 8 L/m2 leads to a severe flulike
syndrome (mild systemic inflammato-
ry response syndrome); 26 L/m2 leads
to multiple organ dysfunction syn-
drome; and 33 L/m2 or more leads to
death. “The uncorrected oxygen debt
in tissues that is initiated is not the end

of it,” he said. “There’s an accumulat-
ing oxygen debt that amasses to keep
biomass viable during low oxygen de-
livery. After resuscitation, there’s in-
creased oxygen required above the
basal rate, because explosive oxygen
needs occur in order to fuel the in-
flammation of reperfusion injury.”

Conventional therapies for MODS
include volume resuscitation,

ionotropic agents to improve cardiac
performance and increase oxygen de-
livery, and ventilator support to im-
prove oxygen input. Multiple
experimental therapies have also been
used, including steroids, antiendotoxin
monoclonal antibodies, IL-1 receptor
antagonists, anti-TNF antibodies, an-
tioxidants, inhibition of nitric oxide,
and oxygen manipulation in the form
of extracorporeal support and perflu-

orocarbons. “While there is some re-
search experience, in the clinical are-
na, there has universally not been a
treatment that reverses the multiple
organ dysfunction syndrome,” he
said. “Early diagnosis and prompt
treatment of organ hypoperfusion
and hypoxia are of utmost impor-
tance. The major goal is to increase
oxygen delivery as soon as possible.”

Dr. Hollier said that he had no rele-
vant financial disclosures to make.

dbrunk@frontlinemedcom.com

The level of perioperative tissue debt has a direct

relationship on postoperative morbidity, mortality.

Multiple experimental therapies

have been used, including

steroids, IL-1 receptor

antagonists, anti-TNF antibodies,

antioxidants, inhibition of nitric

oxide, and oxygen manipulation.
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Current but not past smokers at postoperative risk

B Y  M A RY  A N N  M O O N

IMNG Medical  Ne ws

C
urrent smoking is associated
with an increased risk of mor-
tality and other adverse out-

comes following major surgery, but
past smoking is not, according to a
report in JAMA Surgery. 

Current smoking correlates with
these adverse outcomes even in pa-
tients who don’t have obvious smok-
ing-related disease such cardiovascular
disease, chronic pulmonary disorders,
or cancer, which suggests that smok-
ing may exert its deleterious effects
through acute or subclinical chronic
vascular and respiratory pathologic
mechanisms, said Dr. Khaled M.
Musallam of the American University
of Beirut (Lebanon) Medical Center
and his associates. 

Since smoking cessation has clear
benefits on morbidity and mortality
in the surgical setting, “surgical
teams should be more involved in the
ongoing efforts to optimize measures
for smoking control,” they wrote.

“Surgery provides a teachable envi-
ronment for smoking cessation. Un-
like the long-term consequences of
smoking, the acute consequences of

smoking on patients’ postoperative
outcomes can provide a strong mo-
tive for quitting,” the investigators
said.

Dr. Musallam and his colleagues
examined the effect of smoking on
surgical outcomes using data from
the American College of Surgeons
National Surgical Quality Improve-
ment Program (NSQIP), which in-
cludes a registry that provides
feedback to participating hospitals re-
garding 30-day risk-adjusted surgical
morbidity and mortality.

For this study, they analyzed data
on 607,558 patients undergoing ma-
jor surgery at more than 200 partici-
pating hospitals during a 2-year
period in the United States, Canada,
Lebanon, and the United Arab Emi-
rates. The mean age of the patients
was 56 years (range, 16-90 years);
43% were men and 57% were
women.

A total of 125,192 patients (21%)
were current smokers and 78,763
(13%) were past smokers who had
quit at least 1 year before surgery.
The remaining patients had never
smoked.

Only current smokers showed an
increased likelihood of 30-day mor-

tality. They also were at greater risk
for adverse arterial events such as MI
or stroke, as well as for adverse respi-
ratory events such as pneumonia,
need for intubation, and need for a
ventilator, within 30 days of surgery,
the investigators said ( JAMA Surg.
2013 June 19 [doi:10.1001/jama-
surg.2013.2360]).

The higher risk of these adverse
outcomes occurred with smokers
across all age groups but was particu-
larly notable among those older than
age 40 years. It was seen in both sex-
es, among those undergoing inpa-
tient as well as outpatient
procedures, in patients who had gen-
eral as well as other types of anesthe-
sia, across a variety of surgical
subspecialties, and in both elective
and emergency surgery cases.

The association between current
smoking and adverse outcomes also
remained robust in a sensitivity
analysis, Dr. Musallam and his associ-
ates said.

There was a dose-response effect in
an analysis of patients’ smoking his-
tory, with the likelihood of adverse
arterial and respiratory events in-
creasing in tandem with increasing
pack-years of smoking, but even cur-
rent “light” smokers who had fewer
than 10 pack-years of smoking histo-
ry were at increased risk for postop-
erative mortality and morbidity.

“These findings encourage ongo-
ing efforts to implement smoking
cessation programs,” Dr. Musallam
and his associates said.

“Early intervention in heavy smok-
ers is warranted, especially because
the effect of smoking on postopera-
tive arterial and respiratory morbidi-
ty seems to be dose dependent.
However, because smokers with a
cigarette smoking history of less
than 10 pack-years are also at risk of
postoperative death, recent and light
smokers should also be targeted,”
they suggested.

Dr. Musallam and his associates re-
ported no financial conflicts of interest.

Surgery teams should take advantage of their

‘teachable environment’ to help patients quit.

V I E W  O N  T H E  N E W S

Dr. Marcos I.

Restrepo,

FCCP, com-

ments: This
is another
message
showing the
deleterious ef-
fects of smok-
ing, this time on patients
undergoing major surgery. The
need for major surgery is the
perfect moment to stop smok-
ing. Please do not miss this op-
portunity!

Inhaled adrenaline akin to saline for acute bronchiolitis
B Y  M A RY  A N N  M O O N

IMNG Medical  Ne ws

Inhaled racemic adrenaline is no more effective
than inhaled saline for infants hospitalized with

acute bronchiolitis, a study has shown. 
In the multicenter, double-blind randomized

trial involving 404 infants in Norway, hospital
length of stay was no shorter for patients who re-
ceived inhaled adrenaline than for those who re-
ceived inhaled saline. The need for
nasogastric-tube feeding, supplemental oxygen,
or ventilatory support also was no different be-
tween the two groups, said Dr. Havard Ove
Skjerven of Oslo University Hospital and his as-
sociates. 

The findings were published in the New Eng-
land Journal of Medicine.

Adrenaline inhalation, which reduces mucosal
swelling, is used frequently for acute bronchiolitis
in the outpatient setting, chiefly because it has
been shown to improve symptoms and prevent the
need for hospitalization. “Among inpatients, how-
ever, adrenaline has not been found to reduce the
length of hospital stay,” the investigators noted.

They studied the issue in babies aged younger
than 1 year (mean age, 4 months) who were ad-

mitted to the pediatric departments of eight hos-
pitals during a 1-year period. A total of 102 in-
fants were randomly assigned to receive inhaled
adrenaline on demand, 101 to receive inhaled
adrenaline on a fixed schedule, 98 to receive
saline on demand, and 103 to receive saline on a
fixed schedule. 

The primary outcome was length of hospital
stay. The mean length of stay for the entire study
population was 80 hours. 

There was no significant difference in length of
hospital stay between the infants treated with
adrenaline (78.7 hours) and those treated with
saline (81.8 hours). 

There also were no significant between-group
differences in the need for feeding using a nasogas-
tric tube, supplemental oxygen, or ventilatory sup-
port, the researchers said (N. Engl. J. Med. 2013
June 12 [doi:10.1056/NEHMoa1301839]).

In addition, the infants were scored on a mea-
sure of clinical appearance, which took into ac-
count their general condition, skin color, findings
on auscultation, respiratory rate, and chest retrac-
tions. These scores also did not differ significantly
between infants given their first dose of inhaled
adrenaline and those given their first dose of in-
haled saline. 

The two study groups also were similar in the
number of children who discontinued the study
medication. No serious adverse events were reported.

These findings did not change in a subgroup
analysis that categorized the infants by age
(younger vs. older than 3 months). They also re-
mained robust regardless of whether the patients
had a history of atopic eczema or wheezing, or a
family history of atopy. 

However, it was notable that among the
youngest patients (less than 3 months of age),
length of hospital stay was significantly shorter
and secondary outcomes were better for those
who received either adrenaline or saline inhalation
on demand than for those who received either
drug on a fixed schedule. Because the on-demand
groups received a mean of 5 (30%) fewer inhala-
tions than the fixed-schedule groups, this suggests
that “minimal handling” – allowing infants to
sleep, with minimal interruptions – is the preferred
approach for this age group, Dr. Skjerven and his
associates said.

This study was supported by Medicines for Chil-
dren, a publicly funded group administered by
Haukeland University Hospital. Dr. Skjerven re-
ported no relevant financial disclosures; his associ-
ates reported ties to numerous industry sources.
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Device cuts DVT risk, saves stroke patients’ lives

B Y  S A R A  F R E E M A N

IMNG Medical  Ne ws

LONDON – Intermittent pneumat-
ic compression reduced the absolute
risk of proximal deep vein thrombo-
sis in patients who had suffered a
stroke and were immobile by 
3.6% in a large, randomized trial
published recently.

The incidence of proximal DVT
at 30 days in the CLOTS 3 study
was 8.5% with intermittent pneu-
matic compression (IPC) and 12.1%
with routine poststroke care alone
(P = .001). The adjusted odds ratio
was 0.65. There was also a 14% re-

duction in the risk of death seen at
6 months favoring IPC use over rou-
tine care alone (P = .042). This 
was a surprising finding, said princi-
pal investigator Dr. Martin Dennis
of the University of Edinburgh’s
clinical neurosciences division and
Western General Hospital in Edin-
burgh. He is a professor of stroke
medicine.

Importantly, IPC appears to be ef-
fective across a variety of prespeci-
fied subgroups, including both
ischemic and hemorrhagic stroke.

Findings will change practice
The findings, which were published
online in The Lancet (2013 May 31
[doi: 10.1016/S0140-6736(13)61050-
8]) to coincide with their presenta-
tion at the annual European Stroke
Conference, are practice changing

and suggest that national stroke
guidelines need to be updated. 

“This study is a major break-
through, showing how a simple and
safe treatment can save lives,” Dr.
Tony Rudd, a consultant stroke
physician at Guy’s and St. Thomas’
NHS Foundation Trust, London, said
in a statement issued by the Universi-
ty of Edinburgh. 

“The challenge now will be to en-
sure that all patients who might ben-
efit are offered treatment,” added Dr.
Rudd, who chairs the Royal College
of Physicians’ Intercollegiate Stroke
Working Party. “It is one of the most
important research studies to emerge
in the field of stroke in recent years,”
he noted.

Dr. Christine Roffe, consultant in
stroke medicine and professor of
medicine at Keele University in
Stoke-on-Trent, England, also praised
the study’s results. “That something
as simple as a compressive sleeve
saves lives after stroke is fascinating,”
she said in an interview at the confer-
ence. Dr. Roffe was not involved in
the study.

The CLOTS 3 study
CLOTS 3 follows on from two other
trials performed by the CLOTS
(Clots in Legs or Stockings After
Stroke) Trials Collaboration, in which
compression stockings were exam-
ined as a possible means of prevent-
ing thrombotic complications in
patients who had suffered a stroke.
Results of CLOTS 1 (Lancet
2009;373:1958-65) and CLOTS 2 were
negative, however, and no benefit of
compression stockings was seen in
stroke patients.

Between December 2008 and Sep-
tember 2012, a total of 2,876 patients
were enrolled in CLOTS 3. For inclu-
sion, patients had to be immobile and
randomized within 0-3 days of hav-
ing had a stroke. Immobility was de-
fined as being unable to walk to the
bathroom without the help of anoth-
er person.

Patients were randomized to re-
ceive either routine poststroke care
alone or with additional IPC deliv-
ered by Covidien’s Kendall SCD Ex-
press Sequential Compression
System. The latter involved wearing
thigh-high, inflatable sleeves continu-
ously for up to 30 days, during which
time the device automatically provid-
ed IPC depending on the position of
the patient. The mean and median

durations of wear were 12.5 days and
9.0 days, respectively.

DVT was assessed using duplex ul-
trasound at 7-10 days and again at 25-
30 days if possible. Both patient
groups wore compression sleeves to
ensure that the ultrasound techni-
cians remained blinded to the treat-
ment group. 

Follow-up was at 6 months via
postal questionnaires sent to pa-
tients’ primary care physicians ask-
ing about vital status and the
occurrence of venous thromboem-
bolism since hospital discharge. Pa-
tients were also sent a postal
questionnaire and telephoned if they
did not respond.

Risk reduction
The effect on proximal DVT at 30
days was the primary outcome mea-
sure, but IPC also reduced the inci-
dence of symptomatic DVT (4.6% vs.
6.3%; P = .0045) and any DVT
(16.2% vs. 21.1%; P = .001) versus
routine care. There was no signifi-
cant difference in the incidence of
pulmonary embolism between study
arms (2.0% vs. 2.4%, respectively, P =
.453). 

In terms of safety, there was no
difference between the treatment
groups in the number of falls with
injury or fractures as a result of con-
stantly wearing the compression
sleeves. There was a significant dif-
ference in skin ulcers (3.1% with
IPC vs. 1.4% without, P = .002), but
close inspection of the data suggest-
ed that only 10 (0.7%) cases were
due to IPC. 

“During the study, [the manufac-
turers of the IPC device] brought out
a new comfort sleeve,” Dr. Dennis
noted in an interview. 

“Normally these sleeves were be-
ing used for short periods in surgi-
cal patients, but we were using
them for longer periods, so they
brought out a softer sleeve,” he ob-
served. Anecdotally, he conceded
that some people found the sleeves
uncomfortable, too hot, or the sys-
tem “noisy” to use.

The bottom line is that “intermit-
tent pneumatic compression in peo-
ple who are immobile with stroke
reduces the risk of deep vein throm-
bosis,” Dr. Dennis said.

He emphasized that “IPC is feasi-
ble in stroke patients, and it is rela-
tively safe. It is an effective means of
reducing venous thromboembolism
after stroke, with a number needed
to treat of about 28 for proximal
DVT.” 

Intriguingly, it may also improve

overall survival, “although we
weren’t expecting to see that effect,”
Dr. Dennis said. The number needed
to treat to prevent one death in 30
days was 43.

Dr. Dennis, Dr. Rudd, and Dr.
Roffe had no relevant disclosures.
The University of Edinburgh and
NHS Lothian sponsored the study
with funding from the Chief Scientist
Office of the Scottish Government,
the National Institute of Heath Re-
search Health Technology Assess-
ment Programme, and the Scottish
Stroke Research Network. Covidien
provided the equipment used in the
study free of charge. 

Compression sleeve led to significantly fewer proximal

events; ensuring eligible patient access is next step. 

V I E W  O N  T H E  N E W S

Dr. Robert Pendleton, FACP,

comments: Venous throm-
boembolism is a common cause
of hospital-related morbidity.
Anticoagulants (e.g., heparin,
low-molecular-weight heparin
[LMWH]) reduce VTE with ac-
ceptable safe-
ty. Stroke
patients have
a high risk of
VTE, but
also a height-
ened bleed-
ing risk in
the setting of
anticoagu-
lants. Mechanical devices (elas-
tic stockings, sequential
compression devices) are attrac-
tive alternatives, but efficacy is
unproven in many settings.
Unlike previous trials that
demonstrated a lack of efficacy
of elastic stockings, the CLOTS 3
study provides convincing evi-
dence that sequential compres-
sion devices (SCDs) reduce VTE
and decrease mortality in patients
with a stroke. Although encour-
aging, VTE event rates remained
high, 8.5%, in contrast to VTE
rates of 4.8% in a prior study of
enoxaparin in stroke patients. 

Together, these findings sup-
port recommendations by the
American College of Chest
Physicians: In patients with acute
ischemic stroke and restricted
mobility, use prophylactic-dose
subcutaneous heparin or LMWH
or intermittent SCDs as opposed
to no prophylaxis.

Dr. Pendleton is chief medical
quality officer for University of
Utah Health Care, Salt Lake City.

Dr. Martin Dennis treats stroke patient

Yvette Henderson with an intermittent

pneumatic compression.
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Antiemetic cuts pneumonia in intubated stroke patients
B Y  S A R A  F R E E M A N

IMNG Medical  Ne ws

LONDON – Metoclopramide signif-
icantly reduced the incidence of
pneumonia in intubated stroke pa-
tients and was associated with im-
proved mortality in a single-center,
randomized controlled study. 

A total of 34 of 60 (57%) patients
in the trial developed pneumonia, of
whom the majority (87%) received a
placebo, while only 8 (27%) cases oc-
curred in patients who received the
antiemetic therapy.

A third of the cohort died by 30
days, but of these 20 deaths, 12 oc-
curred in the placebo group versus 8
in the metoclopramide arm.

Neurological improvement also
was seen in the patients given meto-
clopramide, Dr. Anushka Warusevi-
tane of University Hospital of North
Staffordshire in Stoke-on-Trent, Eng-
land, reported at the annual Euro-
pean Stroke Conference.

For the whole group, National In-
stitutes of Health Stroke Scale
(NIHSS) scores were 19.3 at baseline,
indicating moderate to severe stroke,
16.8 at 1 week, 17.4 at 2 weeks, and
19.6 at 3 weeks post stroke.

In the trial, adult patients admitted
to the acute stroke unit within 7 days
of having a stroke and who needed a
nasogastric tube fitted for more than
24 hours were randomized to receive
metoclopramide 10 mg three times a
day or the same volume of a similar-
looking placebo for a maximum of 3
weeks. All patients received standard
stroke care.

The average age of the 60 patients
finally recruited was 78 years, 63%
were female, and 93% had cerebral
infarcts. 

Pneumonia was diagnosed accord-
ing to four criteria outlined by the
British Thoracic Society: acute lower
respiratory tract infection symptoms;
new focal chest signs; fever (more
than 38° C), chills and rigors, elevat-
ed white cell count, or increased in-
flammatory markers; and new
radiological shadowing.

Dr. Warusevitane reported that all
of the episodes of pneumonia oc-
curred within 10 days of the initia-
tion of nasogastric feeds. The
average time for pneumonia to de-
velop was significantly longer in the
metoclopramide group (4 days ver-
sus 2 days for placebo). Significantly
shorter periods of antibiotic use
were noted in the active versus place-
bo arm, at a mean of 2 days and 8
days, respectively. 

Only 1 patient given metoclo-

pramide had an episode of aspira-
tion, which was witnessed by a
health care professional, compared
with 14 patients given placebo. There
was evidence that once the nasogas-
tric tube was removed, the actively

treated patients had a better swallow-
ing response.

“I’m convinced enough to change
practice locally,” senior study author
Dr. Christine Roffe said in an inter-
view. Dr. Roffe, professor of medi-

cine at Keele University, England,
conceded that a single-center study
of just 60 patients might not con-
vince the wider stroke community. 

Dr. Warusevitane and Dr. Roffe re-
ported having no disclosures.
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Wedge resection in NSCLC: Is 15 mm the magic margin?
B Y  PAT R I C E  W E N D L I N G

IMNG Medical  Ne ws

MINNEAPOLIS – Increasing the
surgical margin length up to 15 mm
during wedge resection of small
lung cancer tumors significantly
lowered the risk of local recurrence
among 474 consecutive patients.

No additional benefit was ob-
served, however,
beyond 15 mm,
said Dr. Kamran
Mohiuddin, a
surgical research
fellow at
Brigham and
Women’s Hospi-
tal, Boston. 

Compared
with a margin
length of 5 mm,
the adjusted risk of local recurrence
was estimated to be 45% lower with
a margin length of 10 mm (hazard
ratio, 0.55), 59% lower with a 15-
mm margin (HR, 0.41), and 54%
lower with a 20-mm margin (HR,
0.46).

“The downward trend flattens
out, indicating diminished benefit of
increasing the margin length,” he
said at the annual meeting of the
American Association for Thoracic
Surgery.

Currently, the data are unclear re-
garding the optimal margin length
for wedge resection of small
non–small cell lung cancer (NSCLC)
tumors of less than 2 cm. Wedge re-

sections are associated with margins
less than 1 cm and a high risk for lo-
coregional recurrence (Ann. Surg.
Oncol. 2007;14:2400-5), with a mul-
ticenter, prospective study suggest-
ing that the optimal margin length
should be larger than the maximum
tumor diameter (Ann. Thorac. Surg.
2004;77:415-20).

When asked during a discussion
of the analysis whether a more ag-
gressive resection or segmentecto-
my would be performed if margins
are found in the operating room to
be inadequate based on the current
results, senior author Dr. Scott J.
Swanson, director of minimally in-
vasive thoracic surgery at the hospi-
tal, said they are taking the results
forward into practice, but that it’s
unclear whether 15 mm is the opti-
mal number to target.

“Is 15 mm the correct margin? I
am not sure we know the answer in
all cases, but it is a useful number to
keep in the surgeon’s head when we
are doing resections for tumors that
are 2 cm or less,” he said in an inter-
view. “A 15-mm margin seems to be
a better target to aim for than mar-
gin length to tumor diameter ratio
of greater than 1, as suggested by
other investigators.”

The current analysis included data
from all patients, aged 21-85 years,
who underwent wedge resection for
NSCLC 2 cm or less at their institu-
tion between January 2001 and Au-
gust 2011. Margin length, defined as
the distance from the tumor to the

closest stapled resection margin,
was 0.1-0.5 cm in 36%, 0.6-1.0 cm in
25.5%, 1.1-2.0 cm in 28.5%, and
greater than 2 cm in 10%.

The mean tumor size was 1.33
cm, the location of the tumor was
the right upper lobe in the majority
(36%), and video-assisted thoracic
surgery (VATS) was used in 57.5%.
The patients’ mean forced expirato-
ry volume in 1 second (FEV1) was
79.8%, and the mean age was 68.5
years.

Perioperative death occurred in 1
patient and at least one major com-
plication in 41 patients, Dr. Mohiud-
din said.

The local recurrence rate was
5.8% at 1 year, 11.3% at 2 years, and
16.8% at 3 years. Median follow-up

was 3.9 years.
In multivariate regression analy-

sis, increased margin length was sig-
nificantly associated with a lower
risk of local recurrence, with evi-
dence of diminished additional ben-
efit beyond a length of 15 mm (P =
.031), he said. The analysis adjusted
for FEV1, chronic obstructive pul-
monary disease, smoking, diabetes,
tumor size, tumor lobe location, lo-
cation within the hemothorax, sur-
geon, whether VATS or open
surgery was used, and whether or
not nodes were sampled.

Dr. Mohiuddin and his coauthors
reported having no financial disclo-
sures. 

pwendling@frontlinemedcom.com

V I E W  O N  T H E  N E W S

Dr. Lary Robinson, FCCP, com-
ments: The researchers found that
the greater the closest stapled mar-
gin (termed the margin
length) the lower the re-
currence rate up to a 15-
mm margin length, where
the recurrence rate
plateaued. That is, doing a
wedge resection with a
margin length greater
than 15 mm for a small
peripheral tumor did not
appear to further decrease the local
recurrence rate. Nevertheless, the
overall local recurrence rate in this
entire cohort of 474 patients was

16.8% at 3 years.
Still, the standard of care for

lung cancer resection for stage IA
NSCLC is a lobectomy in
physiologically fit pa-
tients. However, when a
lesser resection is desired
because of limited lung
function or there are
multiple small tumors in
more than one lobe and
a sublobar resection is
planned, this analysis

may give the surgeon some guid-
ance in planning the lesser resec-
tion and interpreting the
pathology results.

DR. MOHIUDDIN

ACP restates 140- to 200-mg/dL blood glucose target
B Y  M . A L E X A N D E R  O T T O

IMNG Medical  Ne ws

Blood glucose levels should be targeted to 140-
200 mg/dL in surgical or medical ICU patients

on insulin therapy, according to advice the Ameri-
can College of Physicians published in the Ameri-
can Journal of Medical Quality. 

Also, “clinicians should avoid targets less than …
140 mg/dL because harms are likely to increase
with lower blood glucose targets,” the group said
(Am. J. Med. Qual. 2013 [doi:10.1177/1062860613
489339]).

The advice isn’t new, but instead a restatement
of ACP’s 2011 inpatient glycemic control guide-
lines reissued as part of its “Best Practice Advice”
campaign, said Paul G. Shekelle, Ph.D., senior au-
thor of both the advice paper and guidelines (Ann.
Intern. Med. 2011;154:260-7). 

“This is based on the prior guidelines, so there’s
nothing new here in that sense. The Best Practice
Advice series sometimes runs in parallel to the
guidelines, sometimes it is something completely

different than any ACP guidelines, and sometimes,
like this case, it runs asynchronous to the guide-
lines. Ideally, these will be more synchronous in
the future,” Dr. Shekelle, director of the RAND
Corporation’s Southern California Evidence-Based
Practice Center, said in an interview.

ACP’s advice is largely in keeping with glucose
control recommendations from other groups,
which have tended toward liberalization in recent
years amid evidence that aggressive, euglycemic
control in hospitalized patients, even if they have
diabetes, doesn’t improve outcomes and carries
too high a risk of hypoglycemia and its attendant
problems.

“Nobody is advocating tight glycemic control
anymore in the hospital. It isn’t necessary and
may be harmful,” said Dr. Etie S. Moghissi, the
lead author on a 2009 inpatient glycemic control
consensus statement issued by the American As-
sociation of Clinical Endocrinologists and Ameri-
can Diabetes Association (Diabetes Care
2009;32:1119-31).

The consensus statement recommended an up-

per limit of 180 mg/dL based on the pivotal NICE-
SUGAR study, instead of 200 mg/dL, which Dr.
Shekelle said ACP chose because it was the upper
target limit in several of the additional studies
upon which the group based its 2011 guidelines
(N. Engl. J. Med. 2009;360:1283-97). 

But Dr. Moghissi, who is with the department of
medicine at the University of California, Los Ange-
les, said she’s concerned that 200 mg/dL might be
too high.

“We know that when we set targets, people do
not achieve them. So when we set a higher target,
most of the time people go above that. The con-
cern” is that a target of 200 mg/dL “may be per-
ceived [as meaning that] a little bit over 200 mg/dL
is okay,” but “above 200 mg/dL, usually there are
issues with increased risk of infection, poor wound
healing, volume depletion,” and other problems,
she said in an interview. 

Dr. Shekelle and Dr. Moghissi said they have no
relevant disclosures.

aotto@frontlinemedcom.com 
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New Video-Based 
Ultrasound Series

Using real cases submitted by practicing physicians, 

Ultrasound Corner presents key concepts of critical 

care ultrasonography and ways to integrate point-of-

care ultrasound in patient evaluation. Videos correlate 

patient ultrasound studies with standard radiographic 

imaging, challenging you to:

� Interpret images.

� Integrate the results into a patient diagnostic plan.

Connect to This New Series Today

journal.publications.chestnet.org

A CHEST Journal subscription is required to view Ultrasound Corner.

CHEST Ultrasound

LEADING A GLOBAL COMMUNITY 

IN CLINICAL CHEST MEDICINE

Pulmonary • Critical Care • Sleep

I N S I G H T.  P E R S P E C T I V E .  I N S P I R AT I O N .

I N S P I R E

Insight. Perspective. Inspiration. That’s what you can 

expect at CHEST 2013, where hundreds of sessions 

will feature a learning program in pulmonary, critical 

care, and sleep medicine. Relevant updates on patient 

care and practice management strategies will ofer

insight, perspective, and inspiration you can 

seamlessly incorporate into your practice to stay 

at the forefront of clinical chest medicine.

Don’t miss:

Q Five postgraduate courses

Q More than 300 general sessions

Q An expanded simulation program

Q Opening sessions with keynote speakers to kick of the day

Q Original investigation presentations

Q New diagnostic and treatment solutions in the Clinical 

Resource Center

Register Early and Save

Register by August 30 for early registration discounts.

chestmeeting.chestnet.org

Keynote Speakers

Begin Sunday and Monday by 

attending the opening sessions, 

featuring internationally renowned 

speakers.

Sunday, October 27

8:45 AM – 10:30 AM

Keynote Speaker: 

Jim Collins

Best-selling author of Good to Great

and fve other books.

Monday, October 28

9:15 AM – 10:30 AM

Keynote Speaker: 

Chris Draft

Former NFL linebacker, author, 

community activist, and founder of 

the Chris Draft Family Foundation.

Just Announced

Empiric echinocandin deemed best for candidemia
B Y  M . A L E X A N D E R  O T T O

IMNG Medical  Ne ws

LAS VEGAS Ð An echinocandin
should be used for empiric therapy in
critically ill candidemia patients
awaiting culture results, according to
investigators from Wayne State Uni-
versity in Detroit.

The reason is that Candida glabrata is
on the rise in the critically ill, and itÕs
often resistant to fluconazole, the usu-
al empiric choice, said Dr. Lisa Flynn,
a vascular surgeon in the department
of surgery at the university.

Dr. Flynn and her colleagues came
to their conclusion after reviewing
outcomes in 91 critically ill candidemia
patients. Just 40% (36) had the historic
cause of candidemia, C. albicans,
which remains generally susceptible to
fluconazole; 25% (23) had C. glabrata;
and the rest had C. parapsilosis or other
species. 

Before those results were known,
53% (48) of patients were treated em-
pirically with fluconazole and 36%
(33), with the echinocandin micafun-
gin. Most of the others received no
treatment. 

Seventy percent (16) of C. glabrata
patients got fluconazole, the highest

rate in the study of inappropriate ini-
tial antifungal therapy; probably not
coincidently, 56% (13) of the C. glabra-
ta patients died; the mortality rate in
patients with other candida species
was 32% (22). On univariate analysis,
mortality increased from 18% to 37%
if C. glabrata was cultured.

ÒWhen we looked at glabrata versus
all other candida species, we found sig-
nificant increases in in-hospital mortal-
ityÓ that corresponded to a greater
likelihood of inappropriate initial
treatment, she said at the annual meet-
ing of the Surgical Infection Society.

For that reason, Òwe are proposing
that initial empiric antifungal therapy
start with an echinocandin in the criti-
cally ill patient and then de-escalate to
fluconazole if [indicated by] culture
data,Ó she said.

ItÕs sound advice to use empiric anti-
fungal therapy starting with an
echinocandin in the critically ill patient
and then de-escalating to fluconazole if
indicated by culture data, so long as
Òyour incidence of Candida glabrata is
high,Ó session moderator Dr. Addison
May said after the presentation.

ÒIt really depends on your hospitalÕs
rate, and how frequently itÕs [isolated].
ItÕs important to understand what you

need to empirically treat with,Ó but
also important to use newer agents
like micafungin judiciously, to prevent
resistance, said Dr. May, professor of
surgery and anesthesiology at Vander-
bilt University in Nashville, Tenn.

C. glabrata patients were more likely
than others to be over 60 years old;
they had longer hospital and ICU
stays, as well. 

The mean APACHE II (Acute Physi-
ology and Chronic Health Evaluation
II) score in the study was 25, and the
mean age was 57 years; 54% (49) of
patients were men, and 68% (62) were

black. In the previous month, almost
half had surgery and a quarter had
been on total parenteral nutrition. 

Central lines were the source of in-
fection in 84% (76).

On multivariate analysis, inappro-
priate initial antifungal treatment, va-
sopressor therapy, mechanical
ventilation, and end-stage renal dis-
ease were all significant risk factors
for death.

Dr. May and Dr. Flynn said they
had no relevant financial disclosures.

aotto@frontlinemedcom.com 

V I E W  O N  T H E  N E W S

Dr. Steven Q. Simpson, FCCP,

comments: This article
underscores the need for
understanding our local
fungal isolates and their
resistance profiles, and it
doesnÕt even mention the
additional problem of flu-
conazole resistance
among C. albicans iso-
lates. The question that is
more difficult to answer is that of
when, in the course of changing

resistance patterns, it is important
to change empiric thera-
py. We will face this issue
more and more in the fu-
ture, since anti-infective
development is slow-
paced and almost nonex-
istent, while resistance
development seemingly
proceeds at a gallop. How
do we balance the risk for

an individual patient with the ulti-
mate risk to all patients?
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In early 2014, the ACCP will move into a dynamic new headquarters in 
Glenview, Illinois, propelling the College to a new model of education 
delivery that is hands-on, in-depth, and fexible. With a year-round 
center for immersive training and innovation, as well as on-demand 
access to tools for health-care providers, the ACCP will have a platform 
to advance chest medicine and the wellness of your patients.

The 48,500 square foot Silver LEED-certifed headquarters will be 
housed on ample, verdant grounds that create a sense of calm retreat; 
facilitate exchange and collaboration; and, most importantly, refect the 
ACCP commitment to environmental sustainability—and cleaner air and 
healthier lungs.

With the help of members, friends, and supporters, the ACCP can take 
the next great leap in advancing chest medicine and wellness—one 
whose efects will be felt well beyond its walls. Philanthropy will enable 
the ACCP to realize this goal and advance lung and heart health for 
patients everywhere.

Contribute to the Campaign Today—opportunities to contribute 
are available at all levels. Donors of $25,000 or more have a variety of 
naming options, ranging from conference rooms to simulation suites to 
the entire campus. Visit beyondourwalls.chestnet.org to take a virtual 
tour of the new headquarters, view the campaign video, or learn about 
the benefts of giving.

Buy a Brick—cement your place in ACCP history. Purchase a brick for 
$1,000 and ensure that your generosity will be recognized in perpetuity. 
Bricks are an ideal way to pay tribute to a colleague, to memorialize 
a friend, or to simply show your support to improving lung and heart 
health. There are a limited number of bricks available, so secure your 
paver today. 

Advancing the Future of Chest Medicine

Learn more about the campaign by visiting beyondourwalls.chestnet.org 
or call (847) 498-8130.

SPECIAL CHEST 2013 

Your fnancial support  

is needed to help  

the ACCP achieve its  

$5 million goal and to 

advance lung and heart 

health for patients 

everywhere. 
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B Y  L E I G H  F R E D H O L M ,

M . D. , A N D  S T E P H E N  J.

B E K A N I C H , M . D.

IMNG Medical  Ne ws

A
mong the myriad efforts at per-
formance improvement in our
hospital system, none loom

larger than those aimed at preventing
readmissions.
While clinicians
have long known
that patients’
outcomes suffer
when they are
readmitted to
the acute care
hospital, now
hospital out-
comes will also
suffer – financial-
ly, by up to 2% of Medicare billings
for FY 2014, with greater penalties in
future years. 

Our system expects to lose
$575,000 for FY 2013, when the
penalty is a more modest 1% of
Medicare billings. Efforts to prevent
readmissions to date have focused
primarily on finding and eliminating
process gaps: Have we adequately ed-
ucated the patient and family about

medications, treatments, follow-up
appointments? Are there transporta-
tion challenges? Can the patient af-
ford and obtain medications?
National efforts have addressed the
most common gaps. These efforts
are very effective for the patient
whose illness trajectory is one of
slow and steady improvement. 

As patients en-
ter the final
phase of a seri-
ous illness, the
trajectory is pro-
gressive decline,
despite available
treatments. Tra-
jectory of de-
cline is
characterized by
functional de-

cline, loss of lean body mass, and the
need for frequent medical care (hos-
pitalization, ED and physician visits).
These patients have multiple transi-
tions between and among health care
settings. Recent analysis of data from
the Centers for Medicare and Medic-
aid Services was discouraging:
Though hospice at time of death
doubled between 2000 and 2009,
nearly a third of those patients were

PALLIATIVELY SPEAKING: Readmission – Symptom or problem?
in hospice 3 or fewer days. Forty per-
cent of those short-stay patients
were discharged to hospice from an
ICU. Fourteen percent of Medicare
decedents in 2009 had at least one
transition of care in the last 3 days of
life ( JAMA 309:470-77). 

On the palliative care service, we
encounter a group of patients who
are frequently readmitted, not be-
cause of process gaps, but because
they are too ill to live well outside of
the hospital without significant assis-
tance. For these patients, the readmis-
sion is a symptom, not the problem. 

The problem is that the patient is
dying. How can we better manage
the transition away from acute care
for the patient whose death is expect-
ed? Often these patients are readmit-
ted because we have not provided an
alternative to hospital admission for
the next crisis. Medicare skilled nurs-
ing facilities, and long-term acute care
and rehabilitation hospitals, are de-
signed to care for patients whose con-
ditions are improving, and as a result,
they rapidly transfer declining pa-
tients back to the acute care hospital. 

Hospice, as an interdisciplinary 24-
hour model of care, is uniquely posi-
tioned to treat symptoms and assist
the patient and family to cope with
distress and grief. Hospices are re-
quired to provide respite to care-
givers as well as options for inpatient
care when the patient’s symptoms
cannot be reasonably managed in an-
other setting. Hospice admission
within 30 days of death significantly
reduces the likelihood of 30-day
readmission, subsequent ICU admis-
sion, and death in the hospital
(Health Aff. 2013;32:552-61). Greater
reduction in the likelihood of these
outcomes is seen with hospice ad-
mission at least 53 days before death.
Ironically, hospice patients have
demonstrated longer life expectancy
than their disease-matched counter-
parts ( J. Pain Symptom Manage.
2007;33:238-46). 

Patients with serious, progressive ill-
ness need concrete information about
the natural history of the illness, its
expected course and prognosis, and
the potential impact of proposed
treatments on morbidity as well as
mortality. Understanding what is ex-
pected in the illness often alters the
choices patients make about treat-
ment and postacute care. After disease
education, a patient and family can se-
lect goals of care and treatment op-
tions that align with their preferences.
When asked, most laypersons prefer
to die at home, comfortably, with
their family. For these patients, the

question is not “Do you want to die?”
but “How do you want to die?” These
conversations are difficult for all in-
volved (physician, patient, family), but
allow patients to make truly informed

decisions about their care, and to de-
cide what is most important as death
approaches. 

Lacking complete information, pa-
tients are often subjected to a merry-
go-round of transfers between the
acute and postacute environments,
with increased caregiver stress. At-
tention to goals of care results in
fewer readmissions, higher satisfac-
tion, and better outcomes for pa-
tients and health care organizations.

Palliative care teams can provide
consultative assistance with these
conversations, and may be available
to provide additional training to
health care providers as well. If your
institution does not have a palliative
care team, look to a board-certified
palliative medicine clinician in your
community (often the hospice med-
ical director) for consultation and
guidance.

Dr. Fredholm and Dr. Bekanich are
codirectors of Seton Health Palliative
Care, part of the University of Texas
Southwestern Residency Programs in
Austin.

DR. BEKANICH

V I E W  O N  T H E  N E W S

Dr. Paul A. Selecky, FCCP, com-
ments: Our palliative care col-
leagues make an interesting
point on the
growing concerns about pre-
venting readmissions for flares
of chronic disease. Some of our
patients
might be eli-
gible for hos-
pice care, an
underutilized
resource to
treat a long
life of suffer-
ing. Palliative
care teams
are uniquely qualified by provid-
ing a multidisciplinary approach
to these patients, ideally done be-
fore the need for hospitalization.

DR. FREDHOLM

Pages 16a—16bG

The problem is that the patient

is dying. How can we better

manage the transition away

from acute care for the patient

whose death is expected?
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B Y  D R . D A R C Y  D.

M A R C I N I U K , F C C P

I
want to share with you the latest
news about the CHEST World
Congress (CWC) 2014 to be held

in Madrid on March 21-24, 2014. This
educational conference is definitely
creating some excitement. The
preparations for CWC 2014 are pro-
ceeding rapidly with an enthusiastic
commitment to assemble the best
clinical educational offering possible.

Dr. Mark J. Rosen, FCCP, Director
of Global Education and Strategic
Development, and ACCP Past Presi-
dent (2006-2007), is keeping you well
informed about the how the pro-
gram is developed in this issue of
CHEST Physician (see page 18). 

The Scientific Program Committee
is composed of more than 25 inter-
national experts and is led by co-
chairs Drs. Richard Irwin and Joan
Soriano. I confirm that they are do-
ing an extraordinary job. It is truly in-
spiring to see so many world leaders
and experts work diligently, devoted
to putting together the very best pos-
sible program for attendees from
around the world.

New heights …
CWC 2014 isn’t the first international
conference held outside the United
States or Canada by the ACCP. The list
of venues is impressive: Rio De Janeiro
1952, Barcelona 1954, Colombia 1956,
New Delhi 1958, Vienna 1960, Mexico
City 1964, Copenhagen 1966, Lau-
sanne 1970, and London 1974. ACCP
meetings were held in Rome twice:
the first in 1950, and again in 1977.
The ACCP holding first-rate confer-
ences around the world is nothing

new, but what is
new is that CWC
2014 will reach
new heights of ed-
ucational excel-
lence and be a
truly unique and
refreshing oppor-
tunity.

CWC 2014
builds on the
proven expertise
and commitment
to clinical educa-
tion of both the
ACCP and SEPAR
(Sociedad Española de Neumología y
Cirugía Torácica – our colleagues
from Spain). I just returned from the
annual SEPAR Congress in
Barcelona, a conference with a long
and proud tradition. It was extremely
well attended and was fortified with
leading experts in areas covering the
entire spectrum of our field. Quite
simply, the goal of the ACCP-SEPAR
partnership is to put together the
very best educational conference pos-
sible. CWC 2014 will take the best
from both the ACCP and SEPAR and
achieve that goal by providing a new
international platform for chest med-
icine that allows the genuine sharing
of ideas and expertise with clinical
colleagues from around the world. 

Innovative …
From the start, CWC 2014 is de-
signed to be an international confer-
ence very different from traditional
meetings. Innovative and varied edu-
cational methods and techniques will
be used to create unique learning ex-
periences for everyone. There will,
of course, be lectures from world ex-

perts and pro/con debates on con-
troversial topics in clinical medicine,
along with smaller sessions allowing
you to get close to leading profes-
sors. But there will also be an abun-
dance of lively interactive sessions,
enabling you to actively participate
in your learning throughout the con-
ference. Be prepared for true high-fi-
delity, simulation-based clinical
learning scenarios and immersive ex-
periences. Look for advanced case-
and problem-based sessions and
small-group interactive discussions.
And completely new to other inter-
national conferences, there will be a
variety of self-study stations avail-
able throughout the venue, further
complementing the entire CWC
2014 program.

Forward-thinking …
At the direction of Drs. Irwin and So-
riano, the vision for the Congress is
to look forward and anticipate the fu-
ture, and to prepare today’s practic-
ing clinician for tomorrow. The
Scientific Programme Committee de-
signed the scientific program accord-

ingly to ensure that you, the practic-
ing clinician, are standing at the van-
guard of clinical chest medicine, and
improving what matters most - the
very best care for your patients.
You’ll also share this experience with
clinical colleagues from the United
States, Canada, and countries around
the world.

Madrid, Spain …
I’ve visited Madrid and Spain a num-
ber of times, and each visit was better
than the last. Spain is rich in tradition
and culture, and the warmth and hos-
pitality of the Spanish people will
make you feel comfortable the mo-
ment you arrive. Madrid has so much
to see and offer - the world-famous
Prado museum, incredible architec-
ture, flamenco dancing, mouth-water-
ing cuisines (… I can never get
enough paella!), and exceptional
wines. Plenty of exceptional wines! 

My wife Carla and son Jeff accom-
panied me on my trips to Barcelona
and to Madrid, and we shared a won-
derful experience, one that I recom-
mend for you and your family.

Learn more about CHEST World
Congress 2014 at chestnet.org/Educa-
tion/CHEST-Meetings/CHEST-
World-Congress-2014), and consider
submitting an abstract or case report
(CHEST World Congress Topic Sub-
mission: www.surveymonkey.com/s/
CWC2014) to have another reason to
attend the CWC 2014.

New, innovative, forward-thinking,
Madrid – that is CWC 2014! All from
your trusted source for the very best
clinical education in pulmonary, criti-
cal care, and sleep medicine. Now
you can see why CWC 2014 is creat-
ing so much excitement!

FROM THE PRESIDENT: CHEST World Congress 2014 – New,
innovative, forward-thinking, Madrid …

Recent honors for ACCP Presidents, current and past 
Founders Award 
Dr. Darcy Marciniuk, FCCP,
current ACCP President, was
recently honored by the Cana-
dian Lung Association, which
presented him with its highest
honor, the Founders Award.
The presentation took place
during the Respirology State of
the Art Conference, in Saska-
toon, Canada, on June 1, 2013.

The Founders Award honors
individuals who have devoted themselves to the af-
fairs of the Lung Association and to the cause of
respiratory health. Dr. Marciniuk is a well-recog-
nized and respected world leader in lung health

and a pioneer in implementing the concept of
chronic disease management for COPD. “This
award, which recognizes exemplary innovation or
commitment toward lung health, is conferred once

every 2 years, and we were
pleased to celebrate and rec-
ognize Dr. Marciniuk,” says
Dr. Brian Graham, president
and CEO of the Lung Associa-
tion of Saskatchewan.

Pioneering Spirit Award
Dr. Richard S. Irwin, Master
FCCP, CHEST Editor in Chief,
and Past President of the
ACCP, was recently presented

with one of the American Association of Critical-
Care Nurses’ highest national honors, the Pioneer-
ing Spirit Award, at the AACN's National Teaching
Institute & Critical Care Exposition. The award
was presented by two of his longstanding col-
leagues, Dorrie Fontaine, RN, PhD; and Kathleen
McCauley, PhD, RN, ACNS-BC, both past presi-
dents of AACN.

Dr. Irwin was honored for his pioneering and vi-
sionary advocacy of collaborative leadership and
interdisciplinary practice between medicine and
nursing. The Pioneering Spirit Award from the
AACN is supported by GE Healthcare and recog-
nizes significant contributions that influence high
acuity and critical care nursing and relate to the as-
sociation's mission, vision, and values.

DR. RICHARD S.

IRWIN

DR. DARCY D.

MARCINIUK

See you at CWC in Madrid, March 21-24, 2014!
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Planning for CHEST World Congress 2014
B Y  D R . M A R K  J. R O S E N,

F C C P

Director,  Global  Education and Strategic

De velopment,  American College of Chest

Physicians

A
small group of physicians and
staff representing the ACCP
and SEPAR are working in the

background to coordinate the plan-
ning and complex activities that pro-
duce a meeting of the scale of
CHEST World Congress (CWC)
2014. To that end, an Executive Pro-
gram Committee was appointed, in
Barcelona, Spain, on June 13. The
Committee was charged with assem-
bling a program for the general ses-
sions, using a process modeled after
the annual CHEST meeting. As for
CHEST, an open call for topics yield-
ed over 200 submissions from around
the world, and the Committee select-
ed 62 of them for general sessions.
An international array of outstanding
faculty is featured. After his splendid

work chairing the Program Commit-
tee session for this year’s CHEST
meeting in Chicago, Dr. Jack Buckley,
FCCP, agreed to take on moderating
the CWC Program Committee. 

The group set out to develop a
program that offers international per-
spectives on the future of chest medi-
cine presented by an expert
international faculty. To achieve this,
the Program Committee consists of
participants representing not only the
United States, Canada, and Spain, but
also Latin America, Italy, Greece, In-
dia, and China. Most had no experi-
ence planning for CHEST, but under
Dr. Buckley’s guidance, they put to-
gether a schedule for CWC that
spans 3 days, offers international
“star” faculty to cover a wide menu
of topics, and is constructed carefully
to avoid similar topics competing for
the same time period. 

As leaders in chest medicine them-
selves, the Committee members were
also not shy about putting forward

strong opinions and ideas. Dr. Buckley
skillfully kept the group on task, and
at the end of the day, we had a very
strong program. 

The Call for Abstracts and Case
Reports is underway until August
12. The process of submission and
selection is also following the
CHEST model, and we urge you to

take the opportunity to participate.
All of the information about the
Congress, including the link to 
submit topics and case reports, is
found at the official website:
chestworldcongress2014.org. 

We look forward to your contribu-
tion to the Congress and to seeing
you in Madrid next March.

The Executive Program Committee for CHEST World Congress 2014.

CHEST 2013: Come for just 1 day,
or make a whole weekend of it

If you’d like to attend
CHEST 2013 but have trou-

ble scheduling time away from
your practice, consider the 1-
day registration. 

Register for any given day,
Sunday through Thursday. Or,
attend for the weekend by reg-
istering for a postgraduate

course on Saturday and 1 day
on Sunday. If you come for
the weekend, consider bring-
ing your family. There’s so
much to do for everyone in
Chicago.
Postgraduate Courses
Saturday, October 26

Enhance your learning at
any of the postgraduate
courses, focusing on specific
topics to deliver the relevant
clinical information you need
to make informed decisions
with your patients. Postgradu-
ate courses include:

• A Case-Based Review of

Critical Care: Why Didn’t They
Tell Me This in Fellowship?

• Advanced Critical Care
Echocardiography

• Interventional Therapy for
Pleural Disease: Evidence-
Based Practice

• Pulmonary Literature Re-
view

• Sleep Medicine Literature
Review

• 21st Annual Assembly of
the American Association for
Bronchology and Interven-
tional Pulmonology

Program Highlights 
The CHEST 2013 program

will connect you to education
opportunities that optimize
the clinical decisions you
make. The relevant sessions
and community of innovative
problem-solvers in attendance
promise to inspire and ener-
gize you. Don’t miss these
highlights:

General Sessions
Sunday, October 27 - Thurs-

day, October 31
Choose from more than 300

sessions, offered in a variety of
instructional formats.

Opening Sessions

Sunday, October 27 - Monday,
October 28

Attend opening sessions fea-
turing keynote speakers, Jim
Collins and Chris Draft.

ACCP Simulation Center
Sunday, October 27 - Wednes-

day, October 30
Practice your clinical skills

in a hands-on learning envi-
ronment. 

Ticketed Sessions
Clinical Resource Center
Monday, October 28 - Wednes-

day, October 30
Don’t miss the showcase of

diagnostic and treatment solu-
tions for optimal patient care.

Play Time!
Fall is the perfect time to

visit Chicago. Fewer crowds,
colorful scenery, and cooler
temperatures make it a popu-
lar destination during the vi-
brant, autumn months. And,
it’s family friendly. If you have
free time during CHEST, be
sure to check out what the
city has to offer at
ChooseChicago.com. 

Learn more about CHEST 2013
and registration opportunities at
chestmeeting.chestnet.org.

This Month in CHEST:
Editor’s Picks

B Y  D R . R I C H A R D  S. I R W I N,

M A S T E R  F C C P

Posttraumatic Stress Disorder in Survivors of Acute
Lung Injury: Evaluating the Impact of Event Scale-
Revised. By Dr. O. J. Bienvenu et al. 

Ventilator-Associated 
Tracheobronchitis in a
Mixed Medical/Surgical 
Pediatric ICU. By Dr. V. S.
Simpson et al.

Does Autotitrating Positive
Airway Pressure Therapy
Improve Postoperative
Outcome in Patients 
at Risk for Obstructive
Sleep Apnea Syndrome? A 
Randomized Controlled
Clinical Trial. By Dr. S. M. O’Gorman et al.

SPECIAL FEATURE

COPD Surveillance—United States, 1999-2011. By Dr.
E. S. Ford et al.

POINT/COUNTERPOINT EDITORIAL

Should Board Certification Be Required for Sleep
Test Interpretation?
Yes – Dr. S. A. Fleishman et al.
No – Dr. Richard D. Simon Jr.
Rebuttal from Dr. Fleishman et al. 
Rebuttal from Dr. Simon.
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ACCP Board Review.
The Proven Leader in Comprehensive
Review Programs

ACCP Sleep Medicine 
Board Review 2013

August 23 - 26
San Antonio, Texas

Exam Date: October 16

Rely on the ACCP, the leader in board review curriculums, for comprehensive review 

programs of proven success. World-renowned clinicians present exam-focused 

content to ofer relevant board preparation courses that make the best use of your 

study time. Save these dates.

ACCP Critical Care Medicine 
Board Review 2013

August 23 - 26
San Antonio, Texas

Exam Date: October 9

ACCP Pulmonary Medicine 
Board Review 2013

August 28 - September 1
San Antonio, Texas

Exam Date: October 8

A C C P

CRITICAL CARE MEDICINE

B O A R D  R E V I E W

A C C P

PULMONARY MEDICINE

B O A R D  R E V I E W

A C C P

S L E E P M E D I C I N E

B O A R D  R E V I E W

Still Time to Register

boardreview.chestnet.org

Keep Your Board Review 

Preparation On Target
Pulmonary Board Practice Exam and Assessment for 

Attendees of ACCP Pulmonary Medicine Board Review 2013

Advance your board review preparation by taking 

the Pulmonary Board Practice Exam and Assess-

ment before attending ACCP Pulmonary Medicine 

Board Review 2013, August 28-September 1, in San 

Antonio, Texas. Immediately after completing the 

exam, you will receive an analysis of your score by 

content area, helping you understand your knowl-

edge gaps.

� Attend the board course better prepared.

� Use the information to fne-tune your study plan.

Learn More

boardreview.chestnet.org

New This Year
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NETWORKS: Research outcomes, Choosing Wisely, Home Care
Clinical Research

Identifying good outcomes for
clinical research
For clinicians and patients, the appro-
priate selection of endpoints or out-
comes in clinical research is
important. Positive, or in certain cir-
cumstances negative, results, provide
evidence about the efficacy, safety,
and risks and benefit ratio of poten-
tial treatments for the disease in
question. 

Outcome selection is usually influ-
enced by the study design and the re-
sources allocated for the study and
should be selected in a manner that
maximizes the usefulness and inter-
pretation of the results. In addition,
outcome selection should be balanced
with the natural scientific desire to
achieve faster results, safety and effica-
cy issues, and the need to obtain
meaningful data that are internally
and externally valid. Endpoints that
are less definitive may allow for short-
er studies and easier ascertainment but
may not yield useful or meaningful in-
formation in regards to how the study
intervention would save lives and de-
crease morbidity by promoting health.

Historically, we have relied primarily

on traditional biomedical measures,
such as the results of laboratory tests
and changes in other metrics or crude
outcomes, such as mortality, to try to
determine whether a health interven-
tion is necessary and whether it is suc-
cessful. We have discovered, however,
that when we use only these mea-

sures, we and the scientific communi-
ty may miss many of the outcomes
that may also matter most to patients.
Hence, outcomes in clinical research
must also measure how patients func-

tion and their experiences with care.
Over the last decade, we have ob-
served a trend toward researchers se-
lecting outcomes that matter to
patients such as: the quality of life,
functionality, and cognition (Mikkelsen
et al. Am J Respir Crit Care Med.
2012;185[12]:1307).

For the future, it is imperative that
researchers design studies that will
have a high yield in these domains as
much as on mere survival.

The scientific method demands a
rigorous approach. Identifying prob-
lems and testable hypotheses is im-
portant, but at the time of obtaining
meaningful results that matter to pa-
tients, choosing the right outcomes
becomes of vital importance.

Dr. Fred Rincon, FCCP
Steering Committee Member

Critical Care

Choosing Wisely ... in critical care
medicine
The Choosing Wisely campaign is an
effort sponsored by the American
Board of Internal Medicine (ABIM)
Foundation to “help physicians and pa-
tients engage in conversations about
the overuse of tests and procedures

and support physician efforts to help
patients make smart and effective care
choices.” Major physician professional
societies have partnered with con-
sumer groups, led by Consumer Reports,
in this attempt to improve the quality
and safety of health care in America.

Representatives of physician pro-
fessional societies gather to create
Top 5 lists, which consist of five spe-
cific evidence-based recommenda-
tions of things physicians and
patients should question in order to
make wise care decisions on an indi-
vidualized basis. For example, the list
of the American College of Physi-
cians includes a recommendation
that internists “Don’t obtain preoper-
ative chest radiography in the ab-
sence of a clinical suspicion for
intrathoracic pathology.” The first of
these lists was released in April 2012.

In the fall of 2012, under the lead-
ership of Dr. Scott Halpern of the
University of Pennsylvania, represen-
tatives of the American College of
Chest Physicians, the Society of Criti-
cal Care Medicine, and the American
Thoracic Society gathered to begin
work on a Top 5 list for critical care
medicine. Representing the College

Continued on following page

14_20ch13_7.qxp  7/10/2013  3:58 PM  Page 19



THE GLOBAL 

LEADER IN 

CLINICAL CHEST 

MEDICINE

SUBMIT YOUR ABSTRACT TODAY

Watch for meeting details. 

chestworldcongress2014.org

Save the date for the inaugural

CHEST World Congress
21-24 March 2014 - Madrid, Spain

20 J U LY  2 0 1 3  •  C H E S T  P H Y S I C I A NNEWS FROM THE COLLEGE

were Drs. Curt Sessler of Virginia
Commonwealth University and Dr.
Robert Hyzy of the University of
Michigan. Over the next few months,
through the leadership of Dr.
Halpern, an initial list of more than
12 potential recommendations was
whittled down to a list of five final
recommendations. 

The recommendations were re-
viewed and later endorsed by each
participating professional society, in-
cluding the Critical Care NetWork of
the ACCP. The ABIM plans to an-
nounce the list, along with the lists of
several other medical specialties, this
fall. Look for a lively and engaging ses-
sion in Chicago at CHEST 2013 enti-
tled Choosing Wisely in Critical Care
Medicine, which is being chaired by
Dr. Halpern. For additional details on
the Choosing Wisely campaign, see
choosingwisely.org.

Dr. Robert Hyzy, FCCP 
Steering Committee Member

Home Care 

Acute care to home
Envision the use of bundled pay-
ments to address physician myopia,
bringing home care into focus:

In a fee-for-service world, US health

care institutions are encouraged to
provide services without regard to
cost or outcomes. In 2009, the Jencks
report highlighted that COPD and
pneumonia were important medical
diagnoses driving high 30-day readmis-
sion rates.1 Since that time, multiple
care transition plans have been investi-
gated. One example, the “DASH” pro-
gram in western Pennsylvania, reports
a reduction in 30-day readmission
rates for COPD from 25% to less than
5%.2 This plan integrates the hospitals,
postacute care facilities, and home
health care in a “pull in” model of em-
powerment to address symptoms and
maintain self-care. There is a focus on
home-based care using respiratory
therapists, pulmonary rehabilitation,
and durable medical equipment
providers. 

This year, JAMA published three tri-
als studying these issues on a larger
stage. These studies emphasized the
need to create better patient center
models of care limiting fragmentation
to support a transition from acute care
to home. These studies highlight that
the current system is myopic, with
care providers that are incentivized to
develop care plans that look no fur-
ther than the room in which they sit.3

This month, The Medicare Pay-
ment Advisory Commission released
a report with a new vision for pro-

Cement your place in ACCP
history with an entrance paver

In early 2014, the ACCP will move
into a 48,500 square foot Silver

LEED-certified headquarters in
Glenview, Illinois, moving the Col-
lege to a new model of educational
delivery that is hands-on, in-depth,
and flexible. With a year-round cen-
ter for immersive training and inno-
vation, as well as on-demand access
to tools for physicians, the ACCP
will have a platform to advance
chest medicine and the wellness of
your patients. 

With the help of members, friends,
and supporters, the ACCP can take
the next great leap in advancing chest
medicine and wellness — one whose
effects will be felt well beyond its
walls. Philanthropy will enable the
ACCP to realize this goal and ad-
vance lung and heart health for pa-

tients everywhere. A distinctive way
to assist the ACCP and “cement”
your place in ACCP history is to pur-
chase a customizable brick.

The ACCP designed a section of
customizable bricks located near the
entrance to the new building that
will reflect donors’ commitment
while displaying messages that
memorialize, pay tribute to, or lend
support to the fight for better lung
health. There are only a limited
number of bricks available, so pur-
chase yours today. Distinctive donor
recognition options are available for
donors of $1,000, $5,000 and
$10,000 and above, beginning with
sidewalk pavers at the $1,000 level. 

For more information and to 
purchase a paver, contact
jdavies@chestnet.org.

CHEST ‘Impact Factor’ increases

The new Thomson Reuters Journal
Citation Report Impact Factor (IF)

numbers 2012 were released in mid-
June, and show that the CHEST IF for
2012 increased from 5.25 to 5.85,
ranking 4th for respiratory journals
and 3rd in critical care in those cate-
gories.

CHEST was particularly pleased to
see that it ranks first in the Immedia-
cy Index in both categories. This is a
measure of how quickly articles from

a journal are cited by other sources.
In only its second year in the Critical
Care category, CHEST is ranked third
for overall impact and second for 5-
Year Impact Factor, Article Influence
Score, Total Citations, and Eigenfac-
tor Score.

Read more at “About CHEST” on
the Journal site. 

See the graphic below for numbers
for CHEST from this year’s Journal
Citation Report.

* The Eigenfactor Score calculation adjusts for self-citations. IMNG Medical Media

Measurement

Impact Factor

5-Year Impact Factor

Immediacy Index

Article Influence Score

Total Citations

Eigenfactor Score*

Value

5.85

6.420

3.394

2.188

44,596

0.08109

Rank in

Respiratory

4th

3rd

1st

3rd

2nd

2nd

Rank in

Critical Care

3rd

2nd

1st

2nd

2nd

2nd

Continued from previous page viding home-based medical care. It
emphasizes a limitation of tradition-
al fee-for-service care replacing it
with bundled payments encouraging
hospitals to partner with post-acute
care and home care providers to pro-
vide care plans for patients with
chronic illness focused on ultimate
success in a home environment.4

Dr. Lisa Wolfe, FCCP
Chair 
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EXCELLENT CRITICAL CARE/INTENSIVIST OPPORTUNITY

Well respected private practice group is seeking BC/BE
Critical Care/Intensivist. This group provides coverage for

ICU's in the Kettering Health Network at Sycamore Medical
Center, Kettering Medical Center, and Soin Medical Center.
Voted one of the Greater Dayton Areas Top 20 Workplaces,

this group enjoys a very collegial atmosphere. Qualified
candidates will enjoy a full benefits package and competitive

salary. Kettering Health Network has been a Thomson
Reuters Top 10 Hospital System 3 years in a row and is

focused on quality patient care!

This busy group is growing to meet demanding community
needs. The Greater Dayton Area is a fantastic place to raise a

family and offers all the warmth and charm you can find
only in the Midwest. There’s plenty to see and do locally,

including the hometown favorite Dayton Dragons baseball
team, the world-class Schuster Performing Arts Center,

Wright Patterson Air Force Museum and a variety of
prestigious championship golf courses. Dayton truly has the
best of both worlds…community charm with metropolitan

amenities.
Not a J-1 Visa opportunity

For more information contact: Sandy Jones
937-395-8290 (office) / Fax CV to 937-522-7329 

email CV to sandy.jones@khnetwork.org

Academic Pulmonary and 
Critical Care Medicine Opportunity

Baylor Health Care System in Dallas, Texas, is a 1056-bed nationally recognized
not-for-profit teaching hospital with an expanding emphasis on Pulmonary and Critical
Care Medicine and will be establishing a fellowship program for critical care
medicine. Ideal candidates for this position should be outstanding clinician-educators,
board certified in pulmonary-critical care medicine with an interest in inpatient and
outpatient pulmonary-critical medicine, teaching and clinical research in a large and
complex medical setting.

Baylor Dallas is a nursing Magnet hospital and Level I trauma center with nearly
40,000 admissions annually, and 1,200 physicians on the medical staff. The hospital
is home to a renowned transplant program with surgical teams that performed 282
transplantations in the last 11 months. This includes the liver, kidney, pancreas, heart,
lung and islet cell programs at Baylor University Medical Center (BUMC). BUMC
educates 220 residents and fellows per year in 30 training programs and serves as
a 3rd and 4th year training site for Texas A&M Health science Center College 
of Medicine.

This position offers a competitive compensation and benefit package with a first year
salary guarantee. Texas has no state income tax and has statewide tort reform in 
physician malpractice.

Baylor Health Care System (BHCS) is a network of more than 300 access points,
including 30 hospitals, primary care centers and practices, rehabilitation clinics, senior
health centers, affiliated ambulatory surgery centers and Baylor Research Institute.
With $4.2B annual total operating revenue, it is one of the largest, not-for-profit health
care systems in the Southwest, with 2.8M patient encounters and 21,000 employees. 

Interested candidates may contact Kristen Chapman for additional 
details. No J-1 or H-Visa sponsorships.

Kristen Chapman
972.860.8506 (direct)
1.800.887.8759 (toll free)
972.860.8501 (fax)
kristen.chapman@baylorhealth.edu

NORTH CAROLINA
Wilson

Board Certified/Eligible Pulmonologist
sought for independent specialty
group with hospital support. Competitive
salary / Benefits. Desired start date fall
2013. 2 years to partnership. Very nice
lifestyle, good schools, Raleigh area and
close to coast. Beautiful office. Future 
option to form separate practice with 
support of oncologist if desired. 

Please send CV to:
schilds@evohcc.com

MAINE, Portland
Pulmonary/Critical Care/Sleep Medi-
cine. Mercy Hospital, a 170-bed 
community hospital in seaside Portland,
Maine, seeks BC/BE Pulmonary/Critical
Care/Sleep Physician to join an estab-
lished, hospital-based practice. This prac-
tice oversees a 7-bed open ICU; a full time
Hospitalist Service manages in-patient
care. Call is shared among four physi-
cians. A competitive compensation with
full benefits is offered. FMI:
jham@themha.org or 800-546-4090

GEORGIA, Atlanta 
The Atlanta VA Medical Center and 
Division of Pulmonary, Allergy & Critical
Care Medicine at Emory University are
seeking a physician-scientist or clinician-
investigator to lead the VA Pulmonary
Section. Candidates should be Assistant or
Associate Professor with demonstrated
success in laboratory or clinical research
and a strong commitment to mentoring 
fellows and junior faculty. The VA 
Pulmonary Section includes 7 physicians
with NIH and VA funded research and 3 VA
career development awardees. The 
successful candidate will assume a 
leadership role integrating clinical and 
academic functions with the 50 full-time
faculty and NIH funded training program of
the Pulmonary Division in the Department
of Medicine. Atlanta is a thriving metro-
politan area. The VA Medical Center is ad-
jacent to the campuses of Emory Univer-
sity and the Centers for Disease Control. 
Interested applicants should contact:

David M. Guidot, MD, Division 
Director, at 404-712-2970 or
dguidot@emory.edu and apply online
at www.usajobs.gov, announcement
JV-13-238CW-874134 for consideration.

NORTH CALIFORNIA
Pulmonology Opportunity. Sutter
Health-affiliated Gould Medical Group is
seeking a General Pulmonologist for its
Tracy, California office. Inpatient and Crit-
ical Care is at Sutter Tracy Community
Hospital, an 82-bed facility also affiliated
with Sutter Health, and clinic is across the
street. Call is every other week.
C.V. Allen, M.D. 
Ph (866) 454-6853 Fax (209) 550-4892
gmgrecruiting@sutterhealth.org
www.suttergould.org/doctors

WESTERN 
NORTH CAROLINA

PHYSICIAN, PULMONOLOGY – 
Employment opportunity for a fellowship
trained, board certified physician in the
specialty of pulmonary disease. Join this
established multi-disciplinary team of can-
cer care physicians in Western North Car-
olina. You will provide comprehensive, out-
patient pulmonary care with limited critical
care service. We offer competitive salary,
including bonus potential, paid medical
malpractice, a relocation package, 401(K)
retirement and excellent health benefits for
you and your family.

Just 30 minutes from Asheville, come live
and work in Western North Carolina,
where you can start your day with views
of the beautiful mountain vistas of the
Smoky Mountains. Enjoy the charms of
quaint historic towns in places of natural
beauty or explore the culturally diverse city
of Asheville.The area is known for its tem-
perate climate with pleasant summer days
and cool nights. 

Send CV to:
paul.rubenstein@rtsx.com

or call 954-540-8505

EXCELLENT READERSHIP, QUALIFIED LEADS

For Deadlines and More Information, 

Contact: John Baltazar
Tel: (917) 488-1528 

Email: jbaltazar@americanmedicalcomm.com

2 0 1 3

19th Annual UCLA Symposium 
Pulmonary Function and 

Exercise Testing
October 10-11, 2013 

Newport Beach Marriott Hotel, California
$550 physicians; $400 non-physicians

www.cme.ucla.edu/courses
<http://www.cme.ucla.edu/courses>

CONTINUING EDUCATION

PROFESSIONAL OPPORTUNITIES
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Early adenotonsillectomy does not improve attention 
B Y  M A RY  A N N  M O O N

IMNG Medical News

C
ompared with watchful waiting,
early adenotonsillectomy did
not significantly improve atten-

tion or executive function as mea-
sured by neuropsychological testing
in school-aged children with obstruc-
tive sleep apnea syndrome, according
to a new report.

However, early surgery did
markedly improve polysomnographic
abnormalities, as well as parent- and
teacher-reported measures of behav-
ior, executive function, and sleep
symptoms, compared with watchful
waiting, said Dr. Carole L. Marcus,
director of the sleep center at Chil-
dren’s Hospital of Philadelphia, and
her associates. 

“We observed no significant differ-

ence between the two groups in the
change from baseline to follow-up in
our primary outcome, the attention
and executive-function score of the
NEPSY [Developmental NeuroPsy-
chological Assessment]; thus, our tri-
al is a negative one. However, other
tests showed evidence of changes in
behavior,” noted Dr. Marcus and her
associates in the Childhood Adeno-
tonsillectomy Trial (CHAT).

The findings were published online
in the New England Journal of Medi-
cine (2013 May 21 [doi:10.1056/NEJ-
Moa1215881]).

CHAT involved 453 children aged 5-
9 years treated at seven academic sleep
centers, who underwent standardized
polysomnographic assessments and
extensive neuropsychological testing
and answered sleep and quality of
life–related questionnaires.

The children were randomly as-
signed to undergo adenotonsillecto-
my within 1 month (226 patients) or
to be followed with watchful waiting
(227 control subjects), and were for-
mally assessed 7 months later. Their
cognitive and behavioral scores were
close to population means. A similar
number of children in each group
used nasal glucocorticoids or mon-
telukast for allergic rhinitis or asthma.
About half of the children in each
group were overweight or obese.

The change in the attention and ex-
ecutive-function score on the NEPSY
(primary outcome) was greater in chil-
dren who underwent adenotonsillecto-
my than in controls, but the difference
did not reach statistical significance.
However, outcomes were significantly
better with surgery than with watchful
waiting on measures of obstructive ap-

nea-hypopnea, oxygen desaturation in-
dex, hypercapnia, sleep arousal index,
and percentage of sleep time in light
sleep. More children who underwent
early adenotonsillectomy (79%)
achieved normalization of the obstruc-
tive sleep apnea syndrome, compared
with control subjects (46%).

Adenotonsillectomy improved out-
comes to a significantly greater de-
gree than did watchful waiting on
the Conners’ Rating Scale assessing
restlessness, impulsiveness, and emo-
tional lability, and on all other mea-
sures of behavior and quality of life.
Changes were clinically significant.

CHAT was supported by the Na-
tional Institutes of Health. Dr. Marcus
reported receiving research equipment
from Philips Respironics and Ventus
Medical; her associates reported ties to
industry sources.
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McLeod, SC
McLeod Health is seeking Pulm/CC Physi-
cian to join McLeod Pulm/CC Associates.
Mcleod Health is looking to employ a
Pulm/CC Physician to join McLeod
Pulm/CC Associates in Florence, SC.

The elements of this opportunity are as fol-
lows: 50/50 inpatient/outpatient work. The
Intensive Care units are "open" and there
is a mid-level (NP/PA) that covers the
ICUs in the evening. They serve as the
front line staff, and therefore, the MDs only
serve as "triage" type call coverage. 

Busy practice, 20+ patients/day and call
schedule is 1/4 will be 1/5 nights and
weekends, call is triage call. We are seek-
ing for a long term fit. Good support with-
in practice as there are 3 Physician's; 1
RN, office manager and support staff. The
new office space will be in the New Can-
cer Center when completed.

Michelle Pittelli
McLeod Physician Recruiter
mpittelli@mcleodhealth.org
www.mcleodhealth.org
843-777-7140 (office)
843-360-9340 (cell)

NEW JERSEY
PULMONARY 

CRITICAL CARE 
Pulmonary Critical Care in single special-
ty private practice, Sleep option is available
seeks full-time or part time BC/BE pulmo-
nologist to join an established highly re-
garded office and hospital based practice.
Please contact Saira to confirm we receive
your CV. Email: mzubair321@yahoo.com
or Fax: 908-755-5816. Cell: 908-380-1774

FIND YOUR NEXT JOB ATFIND YOUR NEXT JOB AT

MEDJOBNETWORK  com
Physician    NP/PA Career Center

The f rst mobile job board for Physicians, NPs, and PAs

Mobile Job Searches—access MedJobNetwork.com on the go 

from your smartphone or tablet

Advanced Search Capabilities—search for jobs by specialty, 

job title, geographic location, employers, and more

Scan this QR code 

to access the mobile version 

of MedJobNetwork.com

METRO SOUTH CAROLINA: Hospital
employed joining 10 physician Pul/CC
group two hours to Atlanta/Charlotte 
associated with 420 bed health system.
1-11 call. SEATTLE AREA: Hospital em-
ployed adding two with existing Pul/cc
physician 45 minutes to Seattle associat-
ed with new 137 bed hospital on Puget
Sound. 1-3 call. Excellent salary, bonus
and benefits. DONOHUE AND ASSOCI-
ATES. 800-831-5475 
E/M: donohueandassoc@aol.com

PULMONOLOGISTNEW MEXICO
Farmington

San Juan Regional Medical Center in
Farmington, NM is recruiting a Pulmo-
nologist to join The San Juan Regional
Heart Center with a focus on pulmonary
hypertension and right heart catheteriza-
tions and will participate in acute consults.
This is a Hospital-employed, cardiovascu-
lar practice setting with a competitive com-
pensation plan, benefit package, reloca-
tion, and a sign-on bonus. Contact Terri
Smith: 888-282-6591 tsmith@sjrmc.net

ILLINOIS
Pulmonary/Critical Care/Sleep Medicine

Busy pulmonary practice in thriving 
northern Chicago suburb seeks full-time or
part time BC/BE Pulmonologist to join an
established, highly regarded office and
hospital-based physician. Subspecialties
include and expanding sleep practice and
in-office diagnostics. Excellent patient 
demographics, EMR, strong referral base.
Interested applicants call or send CV to Dr.
Dennis Hoffman, 847.855.2430, fax:
847.855.2490

KEEP UP-TO-DATE

Watch our Classified Notices for 

Postgraduate Course information.

Moving? Look to Classified Notices for 

practices available in your area.

PROFESSIONAL OPPORTUNITIES
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prevalence of OHS varies widely be-
tween different studies, and current
data are most likely to be an under-
estimation because many cases of
the disease remain unrecognized.
According to a recent review, the
overall prevalence of OHS varies be-
tween 10 and 20% in outpatient pop-
ulations (Mokhlesi et al. Chest.
2007;132[4]:1322) but is reported to
be as high as 31% among hospital-
ized patients (Nowbar et al. Am J
Med. 2004;116[1]:1). 

The reason why less than one-
third of morbidly obese patients
with OSA develop diurnal hypercap-
nia remains unclear. Possible contrib-
utors to disease development include

both altered central respiratory drive
and increased mechanical load on
the respiratory muscles due to severe
obesity. Patients with OHS have
been noted to have increased levels
of leptin compared with their eucap-
nic counterparts. This is despite the
fact that this protein acts as a respira-
tory stimulant, suggesting that leptin
resistance may contribute to their
hypoventilation. In addition, there is
evidence that chronic severe OSA
can induce minute but progressively
greater effects on renal bicarbonate
retention over time, leading to im-
paired ventilatory compensation for
carbon dioxide retention (Norman et
al. J Appl Physiol. 2006;100[5]:1733).

Screening for OHS
Because arterial blood gas (ABG) sam-
pling is not routinely performed in
obese patients unless physicians have
a high clinical suspicion for OHS, less
invasive screening modalities are
needed in order to aid in the early di-
agnosis of disease. Serum bicarbonate
may be one option since levels are ele-
vated in patients with OHS secondary
to their chronic respiratory acidosis

and is readily available as part of a ba-
sic chemistry panel. In one study of
OSA patients, a serum bicarbonate
>27 mEq/L was found to have a high
sensitivity of predicting OHS (92%)
but a low specificity (50%) (Mokhlesi
et al. Sleep Breath. 2007;11[2]:117).
Only two polysomnographic parame-
ters were associated with a statistically
significant increased risk of OHS, ap-
nea-hypopnea index (AHI), and nadir
oxygen saturation during sleep. Com-
bining all of these variables into one
prediction rule did not achieve a posi-
tive predictive value of greater than
50% for OHS, indicating that patients
in a high-risk group still need formal
evaluation by ABG. 

Another attractive option
is transcutaneous CO2 mon-
itoring, which is becoming
increasingly available in
sleep labs. The role of this
modality in screening for
OHS has not been extensive-
ly studied, though readings
seem to correlate well with
arterial PCO2 in obese pa-
tients. Current recommen-
dations state that
transcutaneous PCO2 values
should be confirmed with
arterial blood gas testing
(Berry RB et al. J Clin Sleep
Med. 2010;6[5]:491). At this
time, routine use during di-
agnostic polysomnography

is probably not appropriate as a mech-
anism for diagnosing hypoventilation.
Based upon available data, it seems ap-
propriate to perform ABG analysis to
confirm the presence of hypercapnia
in obese patients with sleep-disordered
breathing who have a bicarbonate lev-
el above 27 mEq/L and/or diurnal hy-
poxemia (pulse oximetry < 94%). In
superobese patients (BMI > 50 kg/m2)
who are scheduled for bariatric
surgery (Mechanick JL et al. Obesity.
2009;17: S3), a thorough evaluation in-
cluding laboratory testing (complete
blood count, thyroid-stimulating hor-
mone), chest radiographs, and com-
plete pulmonary function tests should
also be performed to exclude other eti-
ologies, which could contribute to
CO2 retention in these subjects. 

OHS-associated morbidity and
mortality
The risk of cardiovascular events is
elevated in obese patients with OSA,
and the presence of OHS in these pa-
tients leads to a further increase in
morbidity and mortality (Berg et al.
Chest. 2001;120[2]:377). Compared
with patients with OSA alone, 

patients with OHS are sleepier dur-
ing the day and are more likely to
have severe exertional dyspnea, lower
extremity edema, pulmonary hyper-
tension, and cor pulmonale at the
time of initial diagnosis (Kessler et al.
Chest. 2001;120:369). Patients with
OHS use great quantities of health-
care resources and have high rates of
ICU admission, mechanical ventila-
tion, and long-term care; 18 months
after hospitalization, mortality was
more than doubled in patients with
OHS compared with obese control
subjects (23% vs 9%) (Nowbar et al.
Am J Med. 2004;116[1]:1). Alarmingly,
despite having received a diagnosis of
OHS while hospitalized, only 13% of
these patients were discharged using
positive airway pressure therapy
(PAP) therapy for their disease. 

The role of positive airway
pressure in OHS 
PAP (both as CPAP and bilevel pres-
sure) is the most-studied and well-
proven therapy for patients with
OHS. This treatment corrects sleep-
disordered breathing and may par-
tially reverse nocturnal
hypoventilation by improving carbon
dioxide clearance from inadequately
ventilated alveoli. When implement-
ing therapy for stable patients with
OHS during in-lab titration, CPAP is
initiated first, with levels increased
to eliminate any evidence of airway
obstruction (including flow limita-
tion), though CPAP alone may not
be sufficient to alleviate nocturnal
hypoventilation. If oxygen saturation
remains below 90% despite resolu-
tion of obstructive events, patients
can be switched to bilevel PAP, with
inspiratory pressure increased over
the CPAP until oxygen saturation
improves; a pressure difference of at
least 6 to 7 cm H20 is generally re-
quired. Other indications for bilevel
pressure include patients presenting
with an acute decompensation of
their chronic respiratory failure and
patients who are intolerant of the
level of CPAP required to complete-
ly alleviate their obstructive physio-
logic condition. Oxygen
supplementation can be considered
if pressure support needs to exceed 8
to 10 cm H20. The role of transcuta-
neous carbon dioxide monitoring
during PAP titration in patients with
OHS has not been well-studied but
would seem to be a reasonable op-
tion to help identify the most appro-
priate level of therapy (Chau et al.
Clin Sleep Med. 2013;8[1]:135). 

Average volume-assured pressure
support (AVAPS, Philips-Respironics)
is a newer bilevel PAP modality with a
variable inspiratory pressure, which
varies between a preset minimum and

maximum level to deliver a targeted
tidal volume (usually set at 8 mL/kg
ideal body weight), using a built-in al-
gorithm. While AVAPS has been
shown to provide better ventilation
and gas exchange compared with
standard bilevel PAP therapy, no other
clear advantage to patients has been
demonstrated (Murphy et al. Thorax.
2012;67:727). Further studies are
needed to identify predictors, which
could identify patients with OHS who
can be adequately treated with CPAP,
as opposed to those who benefit more
from bilevel pressure or AVAPS. 

Improved outcomes with positive
airway pressure
PAP therapy improves diurnal gas ex-
change, daytime sleepiness, and qual-
ity of life, as well as sleep quality
(Piper et al. Thorax. 2008[5];63:395);
therapy also leads to a decrease in
health-care utilization and hospital-
ization rates (Berg et al. Chest.
2001;120[2]:377) and improves sur-
vival, with 1-, 2- and 5-year survival
rates of 97.5%, 93%, and 77.3%, re-
spectively (Priou et al. Chest.
2010;138[1]:84). A recent prospective
study examined the role of protocol-
ized bilevel PAP therapy in patients
with acute hypercapnic respiratory
failure caused by OHS (Carrillo et al.
Am J Respir Crit Care Med.
2012;186[12]:1279); compared with
those with COPD, patients with
OHS had a lower rate of late PAP
failure (13 % vs 7%, P = .037), hospi-
tal mortality (18% vs 6%, P <.001),
and higher 1-year survival (odds ratio
= 1.83, P = .002). Despite the proven
benefit, only 55% of the patients
with OHS were discharged with PAP
therapy, once again demonstrating
the importance of appropriate treat-
ment and follow-up in these patients.

Conclusion
Despite signs of increasing preva-
lence, OHS remains an underrecog-
nized and undertreated condition.
Though there are recent data con-
firming the advantages of treatment
with PAP therapy in affected pa-
tients, the percentage receiving ther-
apy remains alarmingly low;
whether this is due to a lack of
recognition or a lack of awareness of
the benefits of therapy is unclear. As
sleep specialists, we need to be more
aggressive at diagnosing and treating
this condition, leading to better out-
comes for our sickest patients.

Dr. Andreea Antonescu-Turcu, FCCP
Associate Professor, 

Pulmonary-Critical Care, Sleep Medicine
Medical College of Wisconsin

Interim Chief of Medicine, Zablocki
VA Medical Center , Milwaukee, WI 

Obesity, apnea: An undertreated mix
Syndrome from page 1

Positive airway pressure, both as CPAP and

bilevel pressure, is the most-studied therapy for

patients with obesity hypoventilation syndrome.
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